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Insomnia banished —without “hangover” 


CAPSULES AND ELIXIR CHLORAL HYDRATE 


For deep, natural sleep without drug hangover, 
prescribe Somnos. This well-tolerated sedative and 
hypnotic is not a barbiturate but chloral hydrate— 
“one of the safest of all sedatives.”’ Within an hour 
of taking it, your patient will fall into a deep, quiet 
and natural sleep. She will generally awaken re- 
freshed, free from after effects and “hangover.””” 
Somnos is also very valuable for the functional 
insomnia of the elderly. “Toxic effects on cardiovas- 
cular and respiratory systems...have not occurred.”* 


Quick Information: SomNos Capsules are sup- 
plied in two dosage strengths: 0.25 Gm. (3% gr.) 
and 0.5 Gm. (7% gr.) of chloral hydrate. Highly 
palatable Somnos Elixir readily mixes with milk or 
water; in pint Spasaver® and gallon bottles, 1.6 Gm. 
(25 gr.) of chloral hydrate per fl. oz. 


REFERENCES: 1. Mod. Med. 19:59, Dec. 15, 1951. 2. The Pharmaco. 
logical Basis of Therapeutics, New York, The Macmillan Company, 
1941, p. 178. 3. An Integrated Practice of Medicine, Philadelphia, The 
W. B. Saunders'Company, 1950, Vol. V, p. 4518, 
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Disseminated Coccidioidomycosis 
Treatment with Ethyl Vanillate—A Preliminary Report 


MARSHALL J. FIESE, M.D., JEROME RADDING, M.D., 
STEPHEN CHEU, M.D., and OWEN K. STEINBACH, M.D., Fresno 


HERETOFORE there has been no satisfactory treat- 
ment of coccidioidomycosis. Fortunately, nothing 
but rest is necessary in most cases of the primary 
pulmonary form of the disease, but once it has 
become disseminated, coccidioidomycosis has been 
all but inaccessible to help. Older therapeutic agents, 
such as immunotransfusions, thymol, iodides, tar- 
tar emetic, gentian violet, sulfonamides, colloidal 
copper, vaccines, coccidioidin and roentgen irra- 
diation are essentially useless.2° Many of the newer 
drugs, such as penicillin,'* streptomycin,’® isoniazid 
and iproniazid,** protoanemonin,? stilbamidine’ and 
dihydroxystilbamidine** have also been unsuccess- 
ful. Polymyxin B, aureomycin, chloramphenicol 
and neomycin inhibit Coccidioides immitis in vitro” 
but are of no use clinically. Cycloheximide (actidi- 
one) has been used in coccidioidal meningitis,'* but 
its value is open to serious question. It inhibits Coc- 
cidioides immitis only in very high concentrations, 
being much more effective against Cryptococcus neo- 
formans both in vitro*® and in vivo.*: * 7° As a mat- 
ter of fact, because cycloheximide inhibits other 
fungi while allowing Coccidioides immitis to grow, 
it is used in a culture medium designed for specific 
isolation of Coccidioides. Only a few recently devel- 
oped drugs appear to show promise in the treatment 
of disseminated coccidioidomycosis. Prodigiosin 
seems to have been helpful in several cases,** and 


From the Medical Service, Veterans Administration Hospital, Fresno. 


The ethyl vanillate and ——- vanillate used in this study were 
supplied through the courtesy of Dr. Harvey Blank of the Squibb 
Institute for Medical Research, New York. 
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¢ Ethyl vanillate, previously reported to be 
useful in the treatment of disseminated histo- 
plasmosis, was administered to eight patients 
with disseminated coccidioidomycosis. 

Therapeutically effective concentrations of 
ethyl vanillate were obtained in only three pa- 
tients, but, in them, the disease was apparently 
arrested’. 

Failures occurred with patients who were too 
ill to tolerate the large amounts of ethyl vanil- 
late required to attain a therapeutic concen- 
tration in the blood. 

The principal difficulties of administering 
ethyl vanillate are (a) the large doses re- 
quired and (b) the lack of a parenterally ad- 
ministrable form of the drug. 

Ethyl vanillate, although not universally ap- 
plicable, may be useful in selected cases of 
disseminated coccidioidomycosis and should be 
given further trial. 


nystatin (fungicidin), effective against Coccidioides 
immitis in vitro, 1+ and in experimental animals,1* 
awaits adequate clinical trial. 

In 1945 Pearl'® described certain vanillic acid 
esters which are useful as food preservatives because 
of their fungicidal properties. McVickar'® found 
ethyl vanillate to be remarkably effective in vitro 
against all the pathogenic fungi except Cryptococcus 
neoformans and Candida albicans at concentrations 
which are nontoxic to human beings. Of ten thera- 
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peutic agents tested by Hansen and Beene,’? only 
ethyl vanillate was fungicidal for Histoplasma cap- 
sulatum in concentrations safely attainable in man. 
In 1950 Christie® * reported the apparently success- 
ful use of ethyl vanillate against disseminated histo- 
plasmosis, for which there was previously no effec- 
tive treatment. Five of 12 treated patients with the 
progressive and usually fatal form of the disease 
lived and most of the patients who died were already 
moribund when treatment with the drug was begun. 
The results of other investigations have been sim- 
ilar.) 16, 27 

Christie’s promising experience in the treatment 
of histoplasmosis and the demonstration of in vitro 
activity of ethyl vanillate against Coccidioides im- 
mitis have prompted several investigators to try the 
drug in the treatment of disseminated coccidioido- 
mycosis. This report concerns the first eight cases of 
coccidioidomycosis so treated at this institution. 

The Fresno Veterans Administration Hospital is 
located in the San Joaquin Valley of California, an 
area of high endemicity of coccidioidomycosis. In 
the past three years, 52 cases of coccidioidal infec- 
tion severe enough to warrant hospitalization have 
been observed. When first seen by the authors, 41 
patients had primary pulmonary coccidioidomyco- 
sis, one had a chronic coccidioidal granuloma of the 
lung, one had a chronic coccidioidal pulmonary cav- 
ity and nine had disseminated coccidioidomycosis. 
Dissemination later occurred in eight of the cases of 
primary pulmonary infection, making a total of 17 
cases of disseminated coccidioidomycosis. In addi- 
tion, 11 other primary infections were so severe that 
the complement fixation titer was in the “range of 
dissemination” —that is, 1 plus at dilution of 1:32 
or higher?!—although no extrapulmonary lesions 
could be identified. Five of the patients with the dis- 
seminated form of the disease were Caucasians, five 
were Filipinos, and seven were Negroes. In nine 
cases the patient died and all but one were examined 
postmortem. 

As is well known, there are probably no great 
racial differences in susceptibility to the primary 
infection, but there is a striking difference in the 
reaction thereto. The infection is much more likely 
to be severe and to disseminate in Negroes and Fili- 
pinos than in Caucasians. 

Twenty-seven of the 41 primary infections oc- 
curred in Caucasians, but in none of them did the 
disease disseminate, and in only six was the com- 
plement fixation titer above 1 in 16. Seven primary 
infections occurred in Negroes. In six of them high 
complement fixation titers developed, and in four 
the disease became disseminated. Seven primary in- 
fections occurred in Filipinos; dissemination fol- 
lowed in four, and all others had complement fixa- 
tion titers in “the range of dissemination.” 


Of the eight patients with disseminated coccidioido- 
mycosis who were treated with ethyl vanillate and 
who are reported upon herein, four were Negroes, 
two were Filipinos and two were Caucasians. The 
latter two had coccidioidal meningitis and were re- 
ferred to the Fresno VA hospital from elsewhere. 
The authors had first seen all but one of the others 
during the primary phase of the disease. 

The amount of ethyl vanillate necessary to treat 
even one patient is very large, and the drug was 
being produced on only a laboratory scale.* Conse- 
quently, not many patients could be treated. 

At one period during this study, the supply of 
ethyl vanillate was temporarily exhausted. Isobutyl 
vanillate, a similar ester of vanillic acid, was substi- 
tuted for a brief interval in three cases, but clinical 
data concerning it are too meager to interpret. 

To facilitate discussion of the results of treatment 
with ethyl vanillate, the cases were divided into dif- 
ferent groups on the basis of the concentration of 
vanillate which was attained in the blood. The cases 
are classified as follows: (1) Those in which the con- 
centration of ethyl vanillate was significant and sus- 
tained, and (2) those in which the concentration of 
ethyl vanillate was neither significant nor sustained, 
because (a) the medication could not be taken or 
retained, or (b) the dose was inadequate. 


CASE REPORTS 


I. Cases in which the concentration of ethyl vanillate 
was significant and sustained. 


Only three of the eight patients can be placed in 
this category. In two, an adequate concentration was 
sustained for a considerable period. In a third, the 
level, although sustained for several weeks, was prob- 
ably less than optimal because the dose was some- 
what small. 


Case 1. The patient was a 43-year-old Filipino 
farm laborer who had lived in Livingston in the San 
Joaquin Valley for one year. In August 1951 he 
first entered this hospital with coccidioidal pneu- 
monia. Within three months abscesses appeared on 
the trunk and limbs, and he reentered in December 
1951. 

He was a thin, alert man. The lumbar spine was 
very tender. There were fluctuant swellings over the 
second lumbar vertebra, the right scapula, and the 
left second metacarpal bone. There was a draining 
ulcer, 3 x 4 cm. in diameter, on the right great toe. 

The hemoglobin was 12.8 gm. per 100 cc., the 
sedimentation rate was 32 mm. in one hour, and leu- 
kocytes numbered 6,700 per cu. mm. with a normal 
differential. The complement fixation titer for coc- 
cidioidal infection was 3 plus at 1:128.' Roentgeno- 


*Ethyl vanillate has since been released by the Food and Drug 
Administration, and is now marketed by E. R. Squibb and Sons, Inc. 


tFacilities for the a. tests were provided jd the s apport of 

e Commission on iratory Diseases of the Armed Forces 
Epidemiological Board at the chook of Public Health, University of 
California, Berkeley. 
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graphic studies of the chest and bones showed an 
area of density in the left upper lobe, and areas of 
bone destruction in the proximal phalanx of the 
right big toe, the second left metacarpal bone, the 
spine of the second lumbar vertebra, and the left 
parietal bone of the skull. Coccidioides immitis was 
present in material aspirated from the swelling over 
the metacarpal bone. The fungus was sensitive to 40 
mg. of ethyl vanillate per 100 cc., but was resistant 
to 20 mg. per 100 cc. 


During March and April 1952 ethyl vanillate was 
administered in doses of 2.4 to 12 gm. per day. Dur- 
ing this period the concentration of ethyl vanillate 
in the blood, determined by the method described 
by Christie,® was negligible, and new lesions contin- 
ued to appear. In June 1952 administration of ethyl 
vanillate was resumed with somewhat larger doses. 
By the middle of July the patient was receiving 24 
gm. of the drug daily. He began to feel better, and 
the lesions began to heal (see Chart 1). He took the 
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capsules of ethyl vanillate with meals or with milk, 
experiencing no unpleasant symptoms. 

When the dose was increased, eventually to 44 
gm. daily, the blood level was usually well over 20 
mg. per 100 cc. The lesions healed rapidly, the sedi- 
mentation rate was decreased to 3 mm. in one hour 
and the complement fixation titer fell remarkably. 
The body weight increased from 128 to 145 pounds. 

Ethyl vanillate administration was stopped in Feb- 
ruary 1953 and the patient continued to do well, 
gaining weight and working. One lesion on the left 
little finger occasionally drained slightly. 

Comment: Because of inexperience with ethyl 
vanillate, the dose was totally inadequate for the first 
four months. During the last seven months the dose 
was increasingly more adequate. Clinical improve- 
ment coincided precisely with the attainment of sig- 
nificant blood concentrations of ethyl vanillate. 

Case 2. In November 1951, a 58-year-old Negro 
laborer who had lived at Dos Palos in the San Joa- 
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Chart 1.—Clinical course of a patient with disseminated coccidioidomycosis treated with ethyl vanillate. Small doses 
were ineffective, but improvement coincided with attainment of significant blood concentrations of ethyl vanillate by 


the administration of larger doses. 
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quin Valley for five years first entered this hospital 
with coccidioidal pneumonia. Four months later the 
left ring finger became painful and swollen, and soon 
draining ulcers appeared. Shortly before the patient 
reentered in October 1952, an abscess appeared on 
the back. 

He was a fairly well nourished, lethargic, fatigable 
man. There was a draining ulcer just to the left of 
the 12th dorsal vertebra. The proximal phalanx of 
the left ring finger was greatly swollen and fluctuant, 
and there were draining ulcers about 1 cm. in diam- 
eter on both sides of the finger. 

The hematocrit was 40 volumes per cent, the sedi- 
mentation rate 50 mm. in one hour, and the leuko- 
cytes 5,800 per cu. mm. with a normal differential. 
A roentgenogram of the chest showed a great amount 
of density extending outward from the left lung root. 
The complement fixation titer for coccidioidal infec- 
tion was 1 plus at 1:256. 

Ethyl vanillate was administered in doses of 32 
to 44 gm. daily. Within three days the finger was less 
painful, the ulcers were beginning to heal, and cul- 
tures for Coccidioides were negative (see Chart 2). 
In two months the patient was strong enough to 
work. He could not be relied on to take medication 
regularly, however, so that the concentration of ethyl 
vanillate in the blood varied considerably. When iso- 
butyl vanillate was substituted for ethyl vanillate, the 
patient complained of gastric irritation and took the 
medication even more irregularly. 

After five months of therapy, the sedimentation 
rate and complement fixation titer were still elevated, 
and there was still occasional drainage from the 
lesion on the finger, but otherwise the patient ap- 
peared to be in good health. 

Comment: Some patients with disseminated coc- 
cidioidomycosis are known to strike a balance with 
the disease. Victory over the infection is not com- 
plete, but a truce is reached in a relative symbiosis. 
Organisms are still harbored here and there, sinuses 
drain periodically, and the complement fixation titer 
remains high, but the patient gains weight, feels 
fairly well, and carries on relatively normally for a 
long time, up to a normal life span. It may be that 
ethyl vanillate enables certain patients to reach such 
a state of relative equilibrium, even if the infection 
is not completely extirpated. 


Case 3. A 28-year-old Negro farm laborer who 
had lived near Fresno for a year was hospitalized at 
this institution from October 1952 to January 1953 
with severe coccidioidal pneumonia. He returned in 
March 1953 because of the recurrence of fever, 
chills, and cough productive of large amounts of 
mucopurulent sputum. At that time he was pros- 
trated, febrile, coughing and dyspneic. There were 
many moist rales over the upper chest on the left 
side and a friction rub at the left base. 

The hematocrit was 45 volumes per cent, the sedi- 
mentation rate 24 mm. in one hour, and leukocytes 
numbered 26,650 per cu. mm.—83 per cent neutro- 
phils, 15 per cent lymphocytes, 1 per cent monocytes 
and 1 per cent eosinophils. A roentgenogram of the 
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Chart 2.—Clinical course of a patient with dissem- 
inated coccidioidomycosis treated with ethyl and isobutyl 
vanillate. Adequate doses were administered from the 
first. Improvement began immediately, although the pa- 
tients’ cooperation was at times uncertain. 


chest showed large areas of consolidation involving 
about two-thirds of the left lung from the base to the 
apex. Coccidioides immitis was cultured several 
times from the sputum. The complement fixation 
titer for coccidioidal infection was 4 plus at 1:32. 

For two weeks the patient became progressively 
weaker. Isobutyl vanillate was then administered in 
doses of 20 to 36 gm. daily, to be replaced in three 
weeks by ethyl vanillate, 36 gm. daily. For a month 
the patient improved steadily. Fever disappeared, 
the cough regressed, appetite returned, and the body 
weight increased 10 pounds. Several sputum cultures 
were negative for Coccidioides immitis. A roentgeno- 
gram of the chest showed that almost all of the den- 
sity had disappeared; only a little in the left lower 
lung field remained. 

After a month of improvement a series of relapses 
occurred. The sputum increased in amount and be- 
came very foul. Pyogenic bacteria, but no fungi, 
were cultured from the sputum. During the second 
relapse a roentgenogram of the chest showed a great 
increase in density at the left base, with a cavity con- 
taining fluid. In July, left lower lobectomy was per- 
formed. The lobe contained two large cavities filled 
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with necrotic material and numerous old granulo- 
matous lesions. The pathologist noted: “There was 
a remarkable paucity of Coccidioides spherules. Only 
two remnants of spherules were found after pro- 
longed search. Both of these were found within the 
cytoplasm of giant cells.” The immediate postopera- 
tive course was stormy, but thereafter the patient 
improved steadily. 

After four months of therapy, the cephalin floc- 
culation test reaction, originally normal, was 3 plus 
at 24 hours, and the total two-hour excretion of phe- 
nolsulphonphthalein was less than 25 per cent. 

Comment: Evaluation of this case is difficult. The 
concentration of vanillate in the blood, at least at 
the instant that blood was drawn for determinations, 
was never within the desired therapeutic range. 
Nevertheless, initial improvement coincided with 
administration of isobutyl vanillate, and fungi were 
not obtained from the sputum thereafter. Further- 
more, pathological findings at the time of operation 
suggested that the coccidioidal aspect of the pulmon- 
ary infection was regressing. The relapses seem to 
have been due to the appearance of pyogenic ab- 
scesses rather than to recrudescence of coccidioido- 
mycosis. 


II. Cases in which the concentration of ethyl vanil- 
late was neither significant nor sustained: 


A. Because the medication could not be taken or 
could not be retained. 


Four of the patients were unable to take or to 
retain ethyl vanillate. Two of them had fulminating 
generalized coccidioidomycosis, and two had coc- 
cidioidal meningitis. 


Case 4, A 54-year-old Filipino laborer who had 
lived in Delano in the San Joaquin Valley for six 
years entered this hospital in January 1952 with 
severe coccidioidal pneumonia of three weeks’ dura- 
tion. The infection rapidly became disseminated, 
and within three months the patient was moribund. 
Shortly before he died, attempts were made over a 
five-day period to administer ethyl vanillate, 2 to 4 
gm. daily, but the patient refused to swallow almost 
all of the capsules and would not tolerate a stomach 
tube. Postmortem examination showed disseminated 
coccidioidal lesions in the right lower lung, the hilar 
lymph nodes, the spleen, and the meninges. 

Comment: To all practical purposes, this man was 
not treated with ethyl vanillate. The case, however, 
emphasizes the difficulty of administering the drug 
to a seriously ill man. 


Case 5. The patient was a 27-year-old Negro farm 
laborer who had lived in Madera in the San Joaquin 
Valley for six years. For six weeks he had had chills, 
fever, profuse night sweats, a cough productive of 
thick purulent sputum, aching in the chest, pain in 
the lower back, and pain and swelling of the right 
ankle. The body weight had decreased 17 pounds. 
Verrucous skin lesions appeared on the patient’s 
face a week before he entered this hospital in May 
1953. 
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Upon admittance he was observed to be thin, pale 
and weak. The cervical, axillary and inguinal lymph 
nodes were large and tender. Breath sounds were 
decreased at the base of the right lung. There was a 
verrucous skin lesion 5 cm. in diameter on the fore- 
head and a smaller lesion on the left side of the 
upper lip. 

The hematocrit was 36 volumes per cent and the 
sedimentation rate 53 mm. in one hour. Leukocytes 
numbered 18,300 per cu. mm.—67 per cent neutro- 
phils, 15 per cent lymphocytes, and 18 per cent 
eosinophils. A roentgenogram of the chest showed 
that the mediastinum was wide, that the lung roots 
were heavy, and that there was increased density in 
the right lower lobe. Spherules of Coccidioides im- 
mitis were recovered from the sputum. The comple- 
ment fixation titer for coccidioidal infection was 
maximal, being 4 plus at 1:256. 

For a month attempts were made to administer 
ethyl vanillate. The patient tolerated the initial dose 
of 20 gm. per day if he took the medicine slowly, but 
as the dose increased he refused or vomited the medi- 
cation more and more frequently. The concentration 
of ethyl vanillate in the blood was negligible. The 
verrucous skin lesions spread over the face, and sub- 
cutaneous abscesses appeared all over the body. The 
patient died in July 1953, 68 days after admission. 
Postmortem examination showed innumerable coc- 
cidioidal lesions throughout the soft tissues, bones, 
and viscera. 

Comment: This case was the most disappointing 
of all. Although there was already widespread dis- 
semination, the patient did not have meningitis, and 
it was hoped that he could tolerate the drug well 
enough to arrest the disease. 


Case 6. A 40-year-old white farm laborer who had 
lived in Gustine in the San Joaquin Valley for seven 
years, had a cough and malaise and fever for several 
weeks in August 1952. Shortly before he entered 
this hospital in October 1952 he began having head- 
aches and mental confusion. 

At the time of admittance he was disoriented and 
drowsy. The neck was stiff and there were bilateral 
early papilledema and numerous small flame-shaped 
hemorrhages in the discs. The Babinski reaction was 
positive bilaterally. 

The hemoglobin was 13.8 gm. per 100 cc. of blood, 
the sedimentation rate was 28 mm. in one hour, and 
leukocytes numbered 6,850 per cu. mm. with a nor- 
mal differential of cells. A roentgenogram of the 
chest showed an increase in density at the left lung 
root radiating into the base. The spinal fluid con- 
tained 470 white cells per cu. mm. and 141 mg. of 
protein per 100 cc. The complement fixation titer for 
coccidioidal infection was 4 plus at 1:16, and the 
precipitin titer was 4 plus at 1:40. 

Administration of ethyl vanillate was attempted 
for a month but, because of increasingly frequent 
vomiting, less and less of the medication was re- 
tained. The concentration of ethyl vanillate in the 
blood was usually negligible. For several days before 
the patient died in December 1952, the medication 
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was administered in olive oil by a stomach tube. 
Postmortem examination showed coccidioidal men- 
ingitis and mediastinitis. 


Case 7. In October 1952, a 34-year-old white male 
truck driver who had lived at Riverdale in the San 
Joaquin Valley for five years had a mild upper res- 
piratory infection for which he did not seek medical 
aid. A month later he had fever, headache, and signs 
of meningeal irritation. He entered this hospital in 
January 1953, after having had a convulsion. 

He was well developed, well nourished and men- 
tally confused. The neck was stiff, and Kernig’s sign 
was present. The right pupil was larger than the 
left, and the right external rectus muscle was weak. 
There was bilateral papilledema. 

The hemoglobin was 11.8 gm. per 100 cc. of blood 
and leukocytes numbered 12,000 per cu. mm.—69 
per cent neutrophils, 26 per cent lymphocytes, 3 per 
cent monocytes and 2 per cent eosinophils. The 
spinal fluid pressure was 570 mm. of water and the 
fluid contained 564 cells per cu. mm., mostly lympho- 
cytes, and 220 mg. of protein per 100 cc. The com- 
plement fixation titer for coccidioidal infection was 
4 plus at 1:16 in the blood and 1 plus at 1:16 in the 
spinal fluid. 

For a month the patient was given ethyl vanillate, 
44 gm. daily, much of which he could not retain. The 
vanillate blood level was usually less than 20 mg. 
per 100 cc., and the highest spinal fluid level was 6 
mg. per 100 cc. When isobutyl vanillate was substi- 
tuted for ethyl vanillate, nausea and vomiting be- 
came more frequent, and the patient soon refused all 
medication. He died in July 1953, nine months after 
the initial infection (see Chart 3). Postmortem ex- 
amination showed coccidioidal meningitis. 

Comment: The concentration of ethyl vanillate in 
the spinal fluid was consistently much lower than 
that in the blood, a disparity which may in part ac- 
count for the failure. 

Isobutyl vanillate, as compared to ethyl vanillate, 
is more active in vitro against Coccidioides immitis 
and is less toxic to animals.’ The isobutyl ester was 
used for short periods in three of the cases in the 
present series. In two (Cases 2 and 7), it appeared 
to be more irritating to the stomach than the ethyl 
ester. In a third (Case 3) it was well tolerated and 
appeared to be at least as effective as ethyl vanillate. 


B. Because the dose was inadequate. 


During the early months of experimental use of 
ethy] vanillate, the authors were unaware of the large 
doses which would be required to effect adequate 
concentration in the blood. Owing to fear of toxic 
effects of the drug, too little was given. Several pa- 
tients previously described were treated before the 
authors became bold enough to give a really ade- 
quate dose (see Cases 1 and 4). 


Case 8. A 22-year-old Negro farm laborer who 
had lived at Bakersfield and Tulare in the San Joa- 
quin Valley for three years entered this hospital in 
October 1950 with severe coccidioidal pneumonia. 
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Case No. 7 


Complement 
fixation titer 


temperature 


Clinical 
Status 


X—K «SPINAL FLUID 
LEVEL 


level, mg. % 


Voniliate blood 


7 
cia ETHYL VANKLLATE 1SOBUTYL VANILLATE 


DOSE 
ADMINISTERED 
ESTIMATED 


oose 
RETAINED 


Vanillate dose, 
Gm. per day 


or . ns we!!! Cle le 


Weeks after primary infection 
Chart 3.—Clinical course of a patient with coccidioidal 
meningitis treated with ethyl and isobutyl vanillate. In- 
creasingly frequent vomiting made retention of the drug 
impossible, so that the progress of the disease was un- 
affected. 4 


Within two months, coccidioidal skin lesions ap- 
peared on the face. The complement fixation titer 
for coccidioidal infection rose to a very high level— 
2 plus at 1:256. In the next year and a half the 
patient was weak and fatigable. In April 1952 he 
was readmitted because of the appearance of a cocci- 
dioidal abscess in a submandibular lymph node. 

He was then thin and listless, with a verrucous 
skin lesion on the nose, and a large draining sub- 
mandibular lymph node abscess. The skin of the legs 
was covered with small papular lesions, from which 
Coccidioides immitis was recovered. 

Before therapy was started improvement began 
spontaneously. The skin lesions on the legs disap- 
peared, and the discharge from the submandibular 
lymph node ceased. For two weeks ethyl vanillate 
was given in tiny doses, the largest being only 12 
gm. per day, but the concentration of ethyl vanillate 
in the blood never exceeded 1 mg. per 100 cc. 


DISCUSSION 


This report includes all patients who received 
ethyl vanillate, no matter how little nor for how 
short a period. Neither those to whom too little was 
given nor those who were unable to take the drug 
are excluded. According to present criteria derived 
from the experience with the cases in the series here 
reported upon, several of the patients would not now 
be considered suitable candidates for therapy with 
ethyl vanillate. One was moribund and another had 
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spontaneous remission before therapy was started. 
These facts must be considered in interpretation of 
the results. 

In retrospect, in only two of the patients was a 
really adequate concentration, of ethyl vanillate 
maintained. It seems more than coincidental that 
these were the two patients who did best. Although 
neither of them seemed to be completely cured of the 
disease, both were reasonably well and were able to 
work, A third patient seemed to have been helped by 
ethyl vanillate, but evaluation of his case is difficult 
because the blood concentration of the drug was 
somewhat less than optimal and because the coccidi- 
oidal disease was complicated by several large pyo- 
genic pulmonary abscesses. 

To all practical purposes the other five patients 
were not treated with ethyl vanillate, since a sig- 
nificant blood concentration of the drug was not 
maintained. At first, this failure to obtain a thera- 
peutic level occurred simply because the dose of the 
drug was inadequate. More serious were the failures 
which occurred in patients who were too ill to take or 
to retain the drug. Even though a drug be relatively 
effective and nontoxic, it is hardly fully useful if it 
must be taken in a form that a seriously ill patient 
cannot tolerate. 

As far as administration of ethyl vanillate is con- 
cerned, its chief disadvantages are (a) the large 
dose required, and (b) the lack of a parenterally 
administered form of the drug. Because it is highly 
insoluble in water and is locally irritating, ethyl 
vanillate has been given only by mouth. In order to 
maintain a therapeutically effective concentration in 
the body, the patient must take from 32 to 48 gm. 
daily. To get 44 gm. per day, for instance, a patient 
must swallow 88 large capsules—22 every six hours. 
This is possible only for a patient who is alert, co- 
operative and free of nausea and vomiting. Unfor- 
tunately patients with fulminating coccidioidomy- 
cosis are usually too ill to comprehend the necessity 
of taking such a prodigious dose or too weak to do it 
if they do understand. Coccidioidal meningitis fur- 
thermore causes frequent vomiting, so that even food 
cannot be retained. Even if the drug is swallowed it 
is usually vomited forthwith. If he is able to eat, a 
patient can avoid gastric irritation by taking the 
drug with meals or with a glass of milk, but this 
strategem is of no help to a seriously ill patient who 
cannot even retain food. Although Christie was able 
to administer the drug to moribund children by 
means of a stomach tube, this method is often un- 
satisfactory in the case of a vigorously uncooperative 
adult. 

The toxicity of ethyl vanillate is not high, consid- 
ering the large amounts that must be administered. 
When the blood concentration is between 20 and 40 
mg. per 100 cc., the concentration lethal to Coccidi- 
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oides immitis, there are usually no untoward effects. 
A concentration higher than 50 mg. per 100 cc. is 
said to be accompanied by an abrupt increase in toxic 
manifestations. Christie reported that in experimen- 
tal animals lethal doses cause pathological changes 
in the gastrointestinal mucosa, pulmonary alveoli, 
renal glomeruli and tubules, myocardium, and 
liver. He further noted hepatic cell necrosis and 
degeneration of the proximal renal tubules in a fatal 
case of human histoplasmosis in which ethyl vanil- 
late had been used. One of the patients in the present 
series (Case 3) showed depression of liver and kid- 
ney functions during vanillate therapy. Occasionally 
administration of ethyl vanillate has had to be termi- 
nated because of hepatotoxicity.?” 

At present, ethyl vanillate seems to be useful only 
in certain types of disseminated coccidioidomycosis, 
but it may point the way to a better means of 
therapy. At least it demonstrates that the disease is 
not necessarily incurable. Patients who are most 
likely to be helped by ethyl vanillate are those with 
relatively early progressive lesions of the skin, sub- 
cutaneous tissue, bones, or viscera, who are weak 
and losing weight, and who have a high erythrocyte 
sedimentation rate and an increasing complement 
fixation titer, but who are still in fairly good general 
condition, mentally able to cooperate and physically 
able to eat and retain food. Less likely to be helped 
are those with coccidioidal meningitis or with wide- 
spread dissemination, who are too ill to cooperate. 

Also unlikely to be helped are those who are with- 
standing the infection fairly well by themselves, in 
whom spontaneous remission or cure is possible. It 
would be difficult to demonstrate that the use of 
ethyl vanillate made their recovery faster or more 
complete. One of the patients in this series (Case 8) 
was improving before the drug was administered and 
has continued to do well. No benefit can be attrib- 
uted to the tiny dose of ethyl vanillate that he 
received. 

As a matter of fact, since spontaneous remissions 
do occur, it is impossible to be certain that the im- 
provement in Cases 1, 2, and 3 was owing to treat- 
ment with ethyl vanillate. However, the coincidence 
of improvement with the attainment of an adequate 
blood concentration strongly suggests that ethyl va- 
nillate was responsible. 


CONCLUSIONS 


An adequate evaluation of the place of ethyl vanil- 
late in the treatment of disseminated coccidioido- 
mycosis is obviously impossible on the basis of the 
small series of cases here reported upon. Neverthe- 
less, certain tentative conclusions seem justified. 


1. Ethyl vanillate inhibits Coccidioides immitis 
both in vitro and in vivo. 
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2. Therapeutic concentrations of ethyl vanillate 
usually are relatively nontoxic, even when given 
over a long period of time, although the drug is 
locally irritating to the empty stomach. Occasionally 
liver and kidney functions are depressed. 

3. If therapeutic concentrations can be main- 
tained, ethyl vanillate is useful in the treatment of 
disseminated coccidioidomycosis, and may be cur- 
ative. 

4. Therapeutic concentrations are, however, ob- 
tained only with considerable difficulty, because of 
the large dose of ethyl vanillate required and be- 
cause of the necessity of giving it by mouth. 

5. The difficulty of administering ethyl vanillate 
makes it practically impossible to attain a constant 
therapeutically effective concentration in the patients 
who need it most—that is, those with coccidioidal 
meningitis or with fulminating generalized coccidi- 
oidomycosis. 

6. Although ethyl vanillate is not in general the 
answer to the treatment of disseminated coccidioido- 
mycosis, it is a worthwhile therapeutic agent which 
may be curative in selected cases of the disease. 


ADDENDUM 


In the past nine months, four more patients with 
disseminated coccidioidomycosis have been treated 
with ethyl vanillate. A Filipino and a Negro male 
with very early dissemination, as evidenced by recru- 
descence of fever and high complement fixation 
titers for coccidioidal infection, were apparently 
cured. A third patient, a Filipino with a chronic de- 
forming coccidioidal granuloma of the left hand and 
wrist of many years’ duration, is very much im- 
proved; at the time of this writing, extensive sinuses 
and ulcers have all closed for the first time in sev- 
eral years. A fourth patient, a Negro male with ful- 
minating generalized coccidioidomycosis, was mori- 
bund when first seen by the authors; a brief period 
of therapy was unavailing. 

The patients reported upon in Cases 1, 2, and 3 
are also doing well. The first patient continues to 
work and gain weight; the blood sedimentation rate 
is normal and the complement fixation for coccidi- 
oidal infection has fallen to 1:32. The patient re- 
ported upon in Case 2, who took ethyl vanillate 
irregularly and in uncertain amounts, still feels and 
looks well, but the sedimentation rate and comple- 
ment fixation titer are still elevated and the lesion 
on the finger still drains occasionally. The patient 
reported upon in Case 3 was treated with ethyl vanil- 
late, 48 gm. daily, for five months after the paper 
was written. He rapidly’ regained weight and 
strength. The sedimentation rate fell to 6 mm. in one 
hour and roentgenograms showed the chest to be 
clear. The complement fixation titer declined from 
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1:256 to 1:32. The results of kidney and liver func- 
tion tests returned to normal. It appears that he is 
cured. 

2615 Clinton Avenue. 
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Esophagitis, Peptic Ulcer 


Non-Surgical Management 


AS RECENTLY as ten or fifteen years ago esophagitis, 
peptic ulcer and early stricture were very poorly 
understood and rarely diagnosed. Today the follow- 
ing points are pretty generally accepted: 

1. Congenital short esophagus as such may be 
considered a very rare condition. 

2. True peptic ulcers of the esophagus arising 
from an islet of ectopic gastric mucosa are also prob- 
ably very rare and of little clinical significance. 

3. People having paraesophageal hiatal hernias do 
not have associated esophagitis. 


4. Esophagitis or peptic ulceration is often asso- 
ciated with sliding hiatal hernias. Allison observed 
136 cases of esophagitis in association with 176 ob- 
served sliding hernias. 


Much has been written as to the various factors 
that may play a role in producing terminal esopha- 
gitis and the allied ulcers in this region. It is the 
author’s belief that these factors may vary consider- 
ably from case to case as to their degree of impor- 
tance but that one or more is undoubtedly present 
in each instance. Allison and others have suggested 
that both intrinsic and extrinsic factors play a part 
in departures from physiologic conditions in the 
cardia. Incompetency of the gastroesophageal junc- 
tion is the end result and probably the outcome of a 
variable alteration of the intrinsic and extrinsic fac- 
tors responsible for normal continence of the cardia. 

With cardiac incompetence, abnormal gastric re- 
gurgitation occurs. In many instances this would ap- 
pear to be sufficient to bring about the conditions 
under discussion. Additional factors may at times, 
however, play an etiological role, among them ex- 
cessive ingestion of alcohol (with associated vitamin 
and nutritional deficiency), oral infections, and 
gastrointestinal disorders such as peptic ulcer, gall- 
bladder disease and colitis. Local trauma may be an 
important factor in the rare cases in which esopha- 
gitis develops following the use of a postoperative 
intranasal tube. Advanced cardiospasm or cardiac 
obstruction may be a cause, the inflammation in this 
instance being due to stagnation of food and saliva 

Part of the Symposium on Diseases of the Esophagus presented 


before the Section on General Surgery at the 82nd Annual Session of 
the California Medical Association, Los Angeles, May 24 to 28, 1953. 
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and Early Stricture 


W. L. ROGERS, M.D., San Francisco 


¢/n the management of esophagitis, peptic 
ulcer and early stricture, a basic medical pro- 
gram, including correction of dietary abuse, 
administration of antispasmodics and antacids, 
and treatment of existing oral infections, 
should be started promptly. Elevation of the 
head of the bed approximately six to eight 
inches helps to prevent acid regurgitation from 
the stomach, especially at night. In cases of 
early organic stricture of the lower esophageal 
segment, gentle, gradual and frequent dilata- 
tion of the esophagus may prove helpful. The 
dilatation should be carried out gradually over 
a period of weeks. One of the methods for this 
procedure is the use of bougies graduating in 
size. By following such a program of medical 
management and gentle dilatation until the dis- 
ease entity remains quiescent and stationary, 
satisfactory results are obtained in a majority 
of cases and radical (and often disappointing) 
surgical procedures can be avoided. 


proximal to the obstruction and not to gastric regur- 
gitation. The condition is readily relieved when the 
obstruction is overcome, and in this sense it differs 
from esophagitis from other causes. 

Sometimes esophagitis occurs as a sequel or com- 
plication of surgical procedures on the lower esopha- 
gus such as various plastic procedures and small 
local cardiac resections. The residual feature that 
causes esophagitis is an incompetent gastroesopha- 
geal junction. Barrett and others have stressed these 
complications and have warned against indiscrim- 
inate use of plastic procedures at the cardia. As a 
result the Heller procedure is being used in some 
instances for cardiospasm, in the hope that the late 
complications of the other plastic procedures may 
be avoided. How effective this precaution will be is 
not yet known. 

Diagnosis depends upon carefully taken history, 
radiologic examination of the esophagus and car- 
diac end of the stomach, and esophagoscopy. Exam- 
ination of tissue excised during esophagoscopy and 
of mucus removed by swab may be helpful although 
not infallible. Possibly there will always be a small 
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proportion of cases in which diagnosis is not made 
until surgical exploration is carried out. 

It should be emphasized that the conditions under 
discussion pass through phases and that some symp- 
toms may be prominent in one case and hardly no- 
ticeable in another, depending on the phase of the 
existing lesion at the time examination is carried out. 

When referring a patient for x-ray examination, 
the clinician should tell the radiologist the nature 
of the symptoms so that he may look especially for 
signs of cardiac incompetency and evidence of slid- 
ing hernia and make careful observation of the lower 
esophageal segment. The esophagus may appear 
straighter and shorter than normal. The lower eso- 
phageal segment may appear irregular and narrow. 
Ordinarily, there is no evidence of a shelf and as a 
rule there is very little proximal dilation. Occasion- 
ally an ulcer crater may be seen or suspected. 
Esophagoscopy is definitely indicated in these cases 
both for diagnostic and therapeutic purposes. The 
findings will vary with the stage of the disease. In 
the early stage, a discrete ulcer with local inflamma- 
tion may be noted, or diffuse inflammatory reaction, 
with or without ulceration. Spasm and/or stenosis 
may be present, whether they are or not depending 
on the stage. In some instances the cardia may be 
so incompetent that the tip of the esophagoscope can 
be passed easily into the stomach. As these condi- 
tions tend to shorten and straighten the esophagus, 
technically it is easier to view the cardia than in the 
normal case, unless, of course, inflammation, spasm 
and/or stenosis stops the advance of the instrument. 

Smears and tissue for biopsy should be taken, but 
it must be borne in mind that neoplasm may be as- 
sociated with inflammation and spasm. Occasionally 
observation of inflammatory reaction in the speci- 
men may cause the presence of a tumor to be over- 
looked unless the possibility is kept in mind. 

Successful medical management of these lesions 
often taxes the ingenuity of the attending physician 
and the forebearance of the patient. 

In early cases a carefully planned medical regi- 
men will ordinarily afford satisfactory clinical re- 
lief. Should it not do so after thorough trial, then, 
the author believes, Allison’s operation to restore the 
normal relationship of the cardia and the diaphragm 
should be performed. One must bear in mind this 
operation will probably give satisfactory results in 
early cases in which no stenosis or foreshortening 
of the esophagus has occurred. The medical regimen 
includes attention to oral hygiene, a modified, bland 
diet of the Sippy type, abstinence from alcohol, ade- 
quate vitamin intake, prescription of antacids and 
antispasmodics, elevation of the head of the bed 
(approximately eight inches) and, if secondary in- 
fection appears to be playing a role, administration 
of antibiotics orally and parenterally. For oral use the 
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author prescribes 0.5 gm. of streptomycin in 5 cc. 
of saline solution to be taken two to four times daily, 
by sipping, for a few days. Should spasm, and/or 
early stenosis be troublesome, careful bougienage is 
carried out even in the relatively early cases. The 
procedure must be done gently and very gradually. 

In the more chronic cases, where stenosis with 
associated spasm plays a more prominent role, in 
addition to the medical regimen a carefully planned 
regimen of bougienage must be outlined and carried 
out. Great care must be taken not to create false 
passages or cause rupture. In most cases success de- 
pends upon the complete cooperation of the patient, 
the exercise of a great deal of patience by the phy- 
sician and, finally, extending the treatment over a 
period of months and at times years. 

The author has used various kinds of dilators: 
Plummer’s olive-tip, over a string, French woven silk 
bougies of various varieties, and the Einhorn dila- 
tor. The first is probably the safest but the string, 
which must be left in for some time, may cause some 
local irritation. If the course it must traverse is 
known, the author often uses the French woven silk 
bougies, at first under direct vision and later indi- 
rectly. In case of doubt, however, the Einhorn dilator 
is often used. It is passed into the stomach under 
fluoroscopic visualization, the bag is then dilated 
to the desired size in the stomach, and the instru- 
ment is removed with the bag dilated. The procedure 
is repeated every few days, each time with the bag 
slightly increased in size. As with other inflammatory 
strictures, bougienage must be kept up for a long 
time, but the intervals between stretching may be 
lengthened as progress is made. 

The measures described afford satisfactory relief 
to the majority of patients. Sometimes, however, it 
may be deemed advisable to repair a sliding hernia 
with forward transplantation of the esophagus by a 
procedure similar to that described by Effler and 
others. It must be borne in mind, however, that in 
the presence of stenosis (not spasm alone) supple- 
mental bougienage may be necessary. 

In a few cases, due to uncertainty of diagnosis or 
because of repeated hemorrhage or inability to estab- 
lish a satisfactory regimen of bougienage, resection 
may be indicated. What surgical procedure (or pro- 
cedures) is best suited for cases of that kind and 
for those arising as a result of previous surgical op- 
erations, has not yet been determined. No one pro- 
cedure has been uniformly satisfactory. Allison rec- 
ommended esophagojejunostomy. Others have rec- 
ommended subtotal gastric resection in which a 
small pyloric pouch is left. A few surgeons have re- 
sected the lesion with the entire stomach and used 
the cecum or segment of transverse colon as a gastric 
pouch. Local resection with pyloroplasty and resec- 
tion with vagotomy and posterior gastroenterostomy 
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are also being done. These procedures cannot be 
properly evaluated as yet, for the number of cases is 
too small and the time elapsed since operation too 
short. 

It is probable that with a better understanding of 
esophagitis and associated lesions of the distal 
esophagus, cases in which very radical operation is 
needed will remain relatively few in number. 

490 Post Street. 
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IN VIEWING THE VA MEDICAL PROGRAM ... 





what we are talking about... 


1. Lack of moral or legal justification in providing 
federal medical care for ALL veterans 


2. Effect of the VA program on civilian medical 
training programs 


3. Current and eventual effects of VA program 
on civilian health standards 


These seven points are the conclusions of a careful 
analysis by the medical profession of the current 
VA medical program. (1) Veterans with no service- 
incurred disability should assume responsibility for 
their own medical care on the same basis as other 
citizens. (2) Medical schools and hospitals are hard 
pressed to train enough medical personnel for the 
benefit of all as long as ‘the federal government 
siphons off such personnel from civilian programs. 
This VA practice has caused a duplication of hospi- 
tal facilities and an unwarranted dispersion of health 
personnel. (3) The VA is creating an “‘artificial’’ 
shortage of medical personnel at the expense of 
civilian health programs, (4) Government has placed 
itself in competition with civilian medical programs, 
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4. Competition for health personnel 
and patients 


5. Unsound economics of overlapping 
federal medical services 


6. Expanding tox-burden 


7. Veterans’ attitude toward VA 
medical program 





both for personnel and patients, making it increas- 
ingly difficult to operate civilian hospitals efficiently 
and economically. (5) Although the federal govern- 
ment is spending millions of dollars under the Hill- 
Burton act in civilian hospital construction, these 
hospitals are hard pressed to operate at reasonable 
cost while in direct competition with hospitals wholly 
supported by the federal government. (6) The medi- 
cal profession asks whether a program providing 
‘free’ medical care to veterans with no service- 
incurred disabilities is a justified burden to impose 
on the taxpayers of this country. (7) Physicians do 
not believe that a veteran who served his country 
wishes to be the recipient of a federal ‘““handout’’ at 
the expense of his fellow citizen-taxpayers. 





The Esophagus in Radiologic Problems 


DysPHAGIA is the one predominant symptom which 
ordinarily first suggests the possibility of cancer of 
the esophagus. It is the initial symptom in most cases. 
Difficulty in swallowing may also be caused by lesions 
of the neck, mediastinum and the brain stem. This 
presentation deals with radiologic aspects of some 
of these not infrequently overlooked lesions. 

Barium examination should be preceded by a 
careful fluoroscopic examination of the neck and 
chest with films as indicated. The act of deglutition, 
as well as the morphologic features of the soft tis- 
sues, should be observed. The vocal cords and laryn- 
geal ventricles should be observed both while at rest 
and during phonation. 


The first swallow of barium should be watched as 
it passes through the esophagus into the stomach to 
rule out gross obstruction. In a study of the esopha- 
gus, attention should be given to the base of the 
tongue, hypopharynx and extrinsic laryngeal struc- 
tures. Observations must be directed to physiologic 
disturbances as well as to the form and shape of these 
structures. The action of the epiglottis can be ob- 
served as the tip turns over to form a lid to protect the 
larynx, at the same time that it directs the bolus of 
barium into the lateral channels and pyriform re- 
cesses. The surface of the base of the tongue, the 
valleculae, epiglottis, pyriform recesses and post- 
pharyngeal wall can be visualized by coating them 
with contrast substances. Observations and film ex- 
posures should be made with complete filling and 
with mucosal relief of the hypopharynx and upper 
esophagus as well as the thoracic esophagus. The 
most difficult area to observe and record is at the 
junction of the hypopharynx and cervical esophagus. 
Small tumors of the postcricoid area are best dem- 
onstrated by the mucosal relief study. Tumors of the 
arytenoid region are best detected by the asymmet- 
rical filling or defect of the opaque column due to 
the mass encroaching on the aryepiglottic folds or 
pyriform recess. 


The vallecular sign in dysphagia is the abnormal 
retention or failure of symmetrical filling of the val- 
leculae and pyriform recesses. In lesions of the cen- 
tral nervous system the pyriform recesses tend to 
balloon out as a result of interference with the con- 

Chairman’s Address (Radiology): Presented before the Sections on 
General Surgery, General Medicine and Radiology. Given as part of 
the Symposium on Diseases of the Esophagus at the 82nd Annual 


Session of the California Medical Association, Los Angeles, May 24 
to 28, 1953. 
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ROBERT K. ARBUCKLE, M.D., Oakland 


¢ Examination of the esophagus must go con- 
siderably beyond observation of "a barium 
swallow"; it must include a thorough study of 
the hypopharynx, the cervical esophagus and 
the thoracic esophagus. Dysphagia, which is 
almost always the presenting complaint, may be 
due to a number of lesions originating outside 
the esophagus and thus cause no sign of mucous 
membrane destruction or of filling defect. 


strictor muscles of the pharynx as in bulbar or 
pseudobulbar palsy. There is also limitation or ab- 
sence of upward movement of the larynx during the 
act of swallowing. Regurgitation of fluid through 
the nose or spilling it over into the larynx are the 
result of paralysis of the soft palate or epiglottis. 
The vallecular sign may also be the first clue to 
attract attention to some other abnormality such as 
cancer of the base of the tongue, hypopharynx, ex- 
trinsic larynx, mediastinal tumor, an anomaly of the 
aorta or great vessels or cancer of the esophago- 
gastric area. 

Dysphagia associated with fatigue on repeated at- 
tempts at swallowing will afford a clue to the diag- 
nosis of myasthenia gravis. 

Dysphagia without hoarseness may result from an 
injury or stretch of a recurrent laryngeal nerve, as 
after a thyroidectomy, or in the presence of an 
aneurysm or mediastinal neoplasm. Many patients 
have more difficulty with liquids than with solids. 
Hence the need to examine with very thin as well as 
thick barium mixtures. 

In hysterical or functional dysphagia (Plummer- 
Vinson syndrome) there are mucous membrane 
changes in the mouth, hypochromic anemia and an 
inability to swallow solid food. There is disagree- 
ment as to whether the changes in the mucous mem- 
brane of the mouth and esophagus and the anemia 
are responsible for the difficulty in swallowing, or 
whether as a result of the dysphagia there is inade- 
quate food intake which results in the anemia and 
avitaminosis. There is also disagreement as to the 
presence of a partial web or partition at the level of 
the cricoid, but the author has demonstrated it 
occasionally and believes it to be the cause of the 
dysphagia. In this condition the findings are those 
of a disturbance of deglutition and not of stenosis 
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with prestenotic regurgitation. This slight change 
may also be a very early manifestation of neoplastic 
disease. It is well to remember that this area at the 
entrance to the esophagus is also difficult for an 
endoscopist to observe. The passing of an esophago- 
scope may greatly relieve the symptoms and even if 
no positive findings are noted it is well to recom- 
mend follow-up examinations. 

Deviations from the normal alignment of the 
opaque column in the esophagus should be searched 
ior. Thyroid, parathyroid, and lymph node masses 
in the neck may, if small, cause only slight deviations 
and search for them should be made with the pa- 
tient in the true posteroanterior and lateral projec- 
tions. Intrathoracic thyroid masses, mediastinal tu- 
mors and anomalies of the aorta and great vessels 
also cause deviation or displacement of the barium- 
filled esophagus, and true posteroanterior and lat- 
eral projection is necessary for evaluation of them. 

Dysphagia and unproductive cough together 
should suggest mediastinal invasion by a neoplastic 
process even though the lungs appear clear and the 
mucous membrane of the esophagus appears normal. 
The symptoms are produced by the fixation of the 
trachea, major bronchi and esophagus by the medi- 
astinal lymph nodes. With the patient in the Tren- 
delenburg position and drinking barium rapidly, one 
can observe the rigid, tube-like appearance of the 
esophagus with loss of normal distensibility. 

Vague difficulty in swallowing with equally vague 
substernal distress should lead to search for evidence 
of vascular rings or for anomalous origin of one of 
the great vessels. These conditions, which come read- 
ily to mind when examining children, since surgical 
correction is so gratifying, should be given consid- 
eration in adult patients also. Mild variations of 
these anomalies in adults may not be detected unless 
searched for specifically. Surgical correction may 
not be indicated, but it is gratifying to be able to 
explain the symptoms on an organic rather than a 
functional basis. ; 


ILLUSTRATIVE CASE REPORTS 


The following brief reports of cases will help to 
illustrate some of these abnormal findings. 

Case 1: A 58-year-old man had difficulty in swal- 
lowing for four months. The act of swallowing could 
not be carried out normally and the larynx did not 
become elevated to the usual extent during the act 
of deglutition. The chest appeared normal. Barium 
studies (Figure 1) showed retention of the barium 
in the valleculae and abnormal distention of the pyri- 
form recesses and hypopharynx. There was no spill- 
over of the barium into the larynx. The cervical and 
thoracic portions of the esophagus appeared normal. 
Diagnosis: Paralysis of the constrictor muscles of 
the pharynx due to a lesion of the brain stem. 
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Figure 1 (Case 1)—Retention of barium in valleculae, 
abnormal distention of pyriform recesses, and hypo- 
pharynx. 


Figure 2 (Case 2)—Right-sided aorta with thoracic aorta 
ascending on right. 


CasE 2: The patient was a 40-year-old woman 
who, in addition to symptoms suggesting a peptic 
ulcer, had vague complaints of difficulty “all my 
life” in swallowing and substernal distress while 
eating. Several previous examinations had been 
reported as showing no abnormality or as showing 
right-sided aorta. A study of the esophagus at the 
start of the gastrointestinal examination revealed a 
right-sided aorta with the thoracic aorta descending 
on the right (Figure 2). A deformity of the esopha- 
gus was produced by the left subclavian artery’s 
originating from the arch or upper thoracic aorta 
and then crossing behind the esophagus to the left 
side of the neck. Diagnosis: Right aortic arch and 
descending thoracic aorta with deformity of the 
esophagus by abnormal course of the left subclavian 
artery. 


Case 3: A 71-year-old man complained of diffi- 
culty in swallowing of a few weeks’ duration, with 
occasional “choking spells” while eating. An earlier 
diagnosis was made of a carcinoma of the esophagus 
with mediastinal invasion and esophageal tracheal 
fistula because barium appeared at the bifurcation of 
the trachea. The fluoroscopic examination and film 
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study began in the cervical esophagus. Upon further 
examination the following day, a study of the hypo- 
pharynx showed a mass involving the extrinsic 
larynx, obliteration of the right pyriform recess and 
subglottic extension with spill-over into the larynx, 
the barium then passing to the level of the root of 
the lungs. The cervical and thoracic portions of the 
esophagus were normal. The diagnosis was carci- 
noma of the right arytenoid and extrinsic larynx. 
Biopsy of the lesion showed it to be Grade II 
squamous cell carcinoma. 


Case 4: A 68-year-old man gave a history of 
prostatic carcinoma in 1943, and right renal carci- 
noma in 1949, both treated surgically. In January, 
1951, a small mass developed at the right hilum. 
Upon examination of tissue removed through a 
bronchoscope, oat cell carcinoma was diagnosed. 
Roentgen therapy was given and the mass dis- 
appeared. In January, 1952, dysphagia developed. 


No evidence of the previous mass was seen in ex- 
aminations of the chest. In a study of the esophagus, 
fixation and invasion from the mediastinum were 
noted. Tissue removed from the esophagus was his- 
tologically the same as that removed from the 
bronchus earlier. X-ray therapy was given and the 
symptoms subsided. The patient received 2,000 
roentgens to each of two ports and 1,080 roentgens 
to each of two ports, measured in air, using a 
Thoreus filter at 55 cm. target skin distance. A 
barium study seven weeks later showed no evidence 
of invasion of the esophagus but there was medias- 
tinal fixation. The lumen of the esophagus appeared 
normal. At autopsy seven months later, generalized 
carcinomatosis from both the prostatic and the pul- 
monary carcinoma was noted. The mediastinum 
showed extensive invasion with involvement of the 
wall of the esophagus but no diminution of the 
lumen of the esophagus. 
Samuel Merritt Hospital. 
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injuries and Wounds of the Esophagus 


A Classification 


No PORTION OF THE GULLET is entirely protected 
from the possibility of wounding or injury. Since 
there are many types of injuries a classification 
should be helpful.® ?% 


I. Extraluminal causes of injury. 
(A) Penetrating and perforating wounds; stab- 
bing. 
(B) Externally applied blunt pressure to chest 
or abdomen. 


(C) Operative accidents. 
1. Suture or tear (as in repair of diaphrag- 
matic hernia). —2—* 
2. Unnoted trauma to muscular wall; com- 
promise of blood supply; subsequent 
infection.”* 


II. Intraluminal causes of injury. 


(A) Intrinsic (force from within the body). 
1. Complete traumatic rupture. 
(a) Postemetic. —3- 
(b) Other causes of increased intra- 
luminal pressure. 
2. Incomplete tear from vomiting. 
3. “Spontaneous” rupture. 


(B) Extrinsic (force from outside the body). 
1. Instrumental perforation. 
(a) Esophagoscope or gastroscope. —9— 
(b) Dilatation: Scopes, bougies, olives. 
a§= 
(c) Biopsy. 
2. Perforation from foreign bodies. 
(a) Sharp-edged: Bones, dentures, 
glass. —8— 
(b) Impaction: Delayed removal and 
impaired blood supply. —1— 
3. Ingestion of caustics or acids. 
(a) First, second, third degree burns. 
-l-, (1) 
4. Perforation from air pressure hose.** 
Chairman’s Address (Surgery): Presented before the Sections on 
General Surgery, General Medicine and Radiology. Given as part of 
the Symposium on Diseases of the Esophagus, 82nd Annual Session, 
California Medical Association, Los Angeles, May 24-28, 1953. 
*These arabic figures within the dashes represent the distribution 
of the 31 patients whose care was personally supervised by us (P.C.S. 
and David J. Dugan), or who were admitted on our County Hospital 
Service. When in parenthesis, (_), the figures represent additional 


injuries in nag primarily classified in another category. Sixteen of 
these cases have been repor*ed previously in detail.'” 
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PAUL C. SAMSON, M.D., Oakland 


¢ A new working classification of esophageal 
injuries and their complications is presented. 
The immediate recognition of perforations and 
ruptures is of prime importance. In some cases 
the rents heal with conservative therapy. It is 
emphasized, however, that early surgical ex- 
posure and direct repair will result nearly al- 
ways in uncomplicated cure without the de- 
velopment of prolonged, costly, debilitating 
and sometimes fatal complications. 


III. Later complications of injuries and wounds. 
(A) Abscess: Acute; chronic. (9) 
(B) Fistulae. 
1. Esophagotracheal. 
2. Esophagopleural with or without em- 
pyema. (7) 
3. Esophagocutaneous. (1) 
(C) Stricture. 
1. Localized. —1- 
2. Multiple or generalized. (2) 
(D) Diverticulum? (2) 


SIGNS AND SYMPTOMS 


The paucity of reported war wounds of the esoph- 
agus probably means that most soldiers are killed 
in action because of fatal damage to neighboring 
vital structures.** Surgeons of the Second Auxiliary 
Surgical Group’” reported only seven esophageal 
wounds in first priority operations on 5,421 patients 
with major thoracic and abdominal wounds. Kay”° 
saw 38 patients with esophageal injuries in a hos- 
pital center in this country and treated a number 
of later complications. 

Severe external blows to the chest and/or abdo- 
men have resulted in esophageal rupture,': *- 1® 25: 39 
at times resulting in tracheoesophageal fistula. 

Rarely, the esophagus may be injured during 
operations on nearby structures (tears during mobil- 
ization; accidental perforation of the lumen from 
heavy sutures; compromise of blood supply). In 
consultations the author has observed two cases of 
early postoperative perforation. Muller?’ recently 
described the delayed appearance of esophageal fis- 
tulae from surgical trauma. 
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Traumatic or postemetic rupture (so-called spon- 
taneous) has been well summarized in recent pa- 
pers.*: 78:85 The term “spontaneous” would seem to 
be a misnomer in most instances although there are 
unquestioned examples in the literature. Frequently, 
in cases in which there was no vomiting, either mod- 
erate physical activity or an increase in the intra- 
esophageal pressure was noted.”® 

From whatever cause, rupture of a previously 
normal esophagus is one of the most catastrophic of 
all visceral accidents. Typically, there is vomiting 
followed by severe epigastric and lower substernal 
pain, often unrelieved by morphine. Constitutional 
collapse ensues shortly. Dyspnea and cyanosis draw 
attention to the chest. The development of a nasal 
twang to the voice means early mediastinal emphy- 
sema; cervical crepitation follows shortly. In x-ray 
examination a flat film of the abdomen should in- 
clude the cardiac shadow and such a film will. show 
air in the mediastinum; a swallow of Lipiodol (never 
barium) completes the diagnosis without question. 
The characteristic tear is just above the diaphragm 
and is longitudinal. 

Vomiting could likewise cause incomplete rupture 
of the esophageal wall. Cases of that kind are not 
well authenticated, but it is quite possible that such 
a lesion might heal completely, or an abscess form 
or a stricture or even a diverticulum develop. 

Instrumental perforations are among the common- 
est causes of extrinsic intraluminal injury and they 
have been caused by both flexible and rigid instru- 
ments. Often when perforations of a normal esoph- 
agus occurs, it is in the cervical region. The advanc- 
ing tip of the esophagoscope may be responsible, 
particularly if the esophagoscopy is difficult or pez- 
formed under inadequate local anesthesia. In most 
cases, however, the thin wall of the esophagus is 
crushed between the rigid tube and the anterior 
curve of the lower cervical vertebrae.’° When local 
anesthesia seems necessary, insertion of the tube 
may be aided by using a flexible obturator. The 
author’s preference, however, is for general anes- 
thesia which gives adequate relaxation to the con- 
strictor muscles. 

Perforations following attempted dilatation usu- 
ally occur at the site of a preexisting lesion, such 
as a carcinoma or stricture. Perforation also has 
occurred at the site of removal of material for 
biopsy. 

In accidental perforation of the cervical esophagus 
a triad of symptoms makes the diagnosis certain*®: 
(1) Severe localized pain on swallowing and ex- 
quisite tenderness at one point. (2) Resistance to 
flexion of the neck; (3) Swelling and palpable crepi- 
tation. A lateral x-ray film will show the typical 
widening of the soft tissue shadow posterior to the 
trachea. Usually a swallow of Lipiodol will demon- 
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strate the actual perforation, but mottled air in the 
soft tissues is just as valid. 

When the lower esophagus is perforated the symp- 
toms may not be so severe and one can be tempo- 
rarily mistaken in the diagnosis. The early develop- 
ment of pain along one or the other costal margins 
is a very valuable sign. Mediastinal and cervical 
emphysema are pathognomonic, as is the rapid 
development of pneumothorax or sizable pleural 
effusion. Again, a swallow of Lipiodol is mandatory 
and usually will locate the perforation. 

The signs of perforation caused by a foreign body 
are usually delayed and are not dramatic. Frequently 
there is minute, slow penetration and infection tends 
to remain local. Instrumentation or vomiting may 
hasten the perforation. The symptoms vary with 
the location of the foreign body and frequently are 
those of persisting pain on swallowing or inability 
to swallow, tenderness in the neck, possible pleurisy, 
generalized malaise and fever. 

Acute burns of the esophagus have been reduced 
by education and restrictive legislation with regard 
to caustics and strong acids. Both accidental and 
suicidal ingestion still occur, however. The acute 
injury is a first, second or third degree burn, but 
it is not often that the patient is seen at this stage 
by a thoracic surgeon. Perforation rarely occurs 
since the material passes rapidly through the esoph- 
agus. Later complications depend on the degree of 
the burn: If the mucosa only is damaged, stricture 
is improbable; when the muscular coats are affected, 
some narrowing is inevitable.*” 


TREATMENT 


In general, three factors determine the immediate 
severity of ruptures and perforations of the esoph- 
agus, and their course: (1) The size of the perfora- 
tion; (2) The rapidity of the perforation; (3) The 
preexisting condition of the esophageal wall. At one 
extreme is the classical postemetic rupture—a large 
sudden tear in a normal esophagus and overwhelm- 
ing contamination of a virgin mediastinum and 
pleura. With no treatment or with inadequate drain- 
age, death results. At the other extreme is a slow, 
tiny perforation of a sharp metallic foreign body 
proximal to an old inflammatory stricture. There is 
little likelihood of serious consequence from such 
a perforation. Between, lie all gradations of damage 
and danger. 

It is unfortunate that, despite expert surgical 
opinion to the contrary,® ® 17: 55.37 44 the medical 
literature still carries many a communication coun- 
seling conservatism in the treatment of both ruptures 
and_ perforations. !*: 1% 21, 26, 33, 42, World War II 
should have proved once and for all the exigency 
of prompt suture of intestinal wounds. The gullet 
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is a viscus and early closure of rents and tears is no 
less mandatory than with other hollow organs in the 
abdomen. It ill behooves either general or thoracic 
surgeon or otolaryngologist to ignore this tenet just 
because the esophagus happens to traverse neck and 
chest instead of resting completely within the abdo- 
men. Not only does a stated dependence on massive 
antibiotic therapy contravene the principle,!® *! but 
equally fallacious is the assertion, based on success 
in one case, that “conservatism is safe.” 

Both personal and collected experience may con- 
vince one that an appreciable percentage of patients 
recover on non-surgical treatment, but it should be 
equally obvious that routine dependence on purely 
ancillary measures often will result in a high mor- 
tality rate and prolonged morbidity. The statement 
of one surgeon that “one can wait,” and that “at 
the first sign of spread [of an established infection] 
the neck should be opened”! ignores the fact that 
mediastinal phlegmon, once established, may well 
progress fatally in spite of any treatment. 

The author believes most ruptures and perfora- 
tions can be diagnosed with certainty and that they 
then become surgical emergencies. Only if the rent 
is merely suspected or the perforation minute can a 
delay in operation be justified. Then, with the pa- 
tient given intensive supportive therapy, antibiotics, 
etc., there should be obvious and progressive better- 
ment. If doubt exists as to definite improvement 
during 12 hours of conservative therapy, immediate 
operation is indicated. 

Early surgical intervention consists of intensive 
resuscitation for two or three hours where necessary, 
the insertion of a Levine tube into the stomach, ad- 
ministration of massive doses of mixed antibiotics, 
surgical exposure of the tear and repair of it with 
fine silk, débridement of the contaminated tissues 
and adequate drainage. Intrathoracic ruptures and 
perforations that are definitely diagnosed within 
18 to 24 hours after they occur should be treated by 
transpleural thoracotomy and repair, with tube 
drainage of the pleural cavity. Drainage alone, par- 
ticularly of massive pleural effusion, has no place 
in the early surgical therapy of either a rupture or 
perforation. 

In treating perforations of the cervical esophagus, 
one may have a few more hours’ grace. In the series 
herein reported upon, there was rapid, uncompli- 
cated recovery in cases of this kind if operation 
was done within 48 hours after symptoms began. 
Seybold reported difficulty in finding the lesion in 
such cases, but the author, using the classical an- 
terior cervical mediastonotomy after the manner of 
Von Hacker,** has found and sutured the perfora- 
tion in almost all cases. Ancillary measures consist 
of the insertion of a plastic stomach tube to rest the 
esophagus as much as possible, adequate parenteral 
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infusion of fluids, and administration of vitamins 
and massive doses of antibiotics. Adams* insisted 
on routine gastrostomy but this is neither necessary 
nor advisable in most instances. It may be specific- 
ally indicated: (1) When operative repair has been 
delayed and there is a persisting fistula; (2) In 
neglected stricture when nutrition is poor and retro- 
grade dilatations become necessary. 

There is no unanimity as to the early treatment 
of burns of the esophagus and the prophylaxis 
against stricture.*? Some investigators begin treat- 
ment very soon after the ingestion of caustics and 
start the passage of graduated mercury-filled bougies 
as soon as mucosal healing has commenced (ap- 
proximately two weeks*'); others delay treatment 
until there is difficulty in swallowing liquids, usually 
from four to six weeks.*? The need for esophagos- 
copy soon after the ingestion of caustics or acids 
has not been settled. There is general agreement on 
the following: neutralization of the offending liquid; 
thorough gastric lavage; generous ingestion of bland 
oils; general supportive measures, intensified if 
shock is present; early swallowing of a silk thread, 
which is kept in place indefinitely, at first acting as 
a filiform bougie and later as a guide for the use of 
graduated olive dilators. 


LATER COMPLICATIONS 


Some patients survive the initial insult of a gross 
perforation or rupture in spite of misdiagnosis, 
dependence on antibiotics, poorly conceived and 
executed drainage procedures or no operation at all. 
In others, well-planned operation may have failed. 
In a final group, strictures may inevitably develop 
because of the long sojourn of foreign bodies, or 
from severe burns. 

Localized abscess is one of the more frequent 
complications and it may be acute or chronic. Any 
wound or injury of the esophagus with resulting 
mediastinal contamination may result in an abscess. 
In tiny, slow perforations there is time for medias- 
tinal “defense” to be mobilized. If no early surgical 
treatment has been undertaken and the signs and 
symptoms indicate the formation of an abscess, 
drainage probably should be delayed for 24 to 48 
hours to allow a firmer wall to develop. The cervical 
region and the thoracic mediastinum down to the 
level of T 4-5 can be drained through cervical 
mediastinotomy. If the abscess is below that level, 
adequate dependent posterior extrapleural medias- 
tinotomy should be performed by resection of a 
short segment of one or two ribs and the correspond- 
ing transverse processes. This should be done on 
the side of the greater pain or the side of the greater 
bulge as shown in x-ray films. Hard rubber tubes 
should not be introduced, owing to the danger of 
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erosion; a loose dressing with small catheters for 
alternate drip instillations and suction are worth 
while. 

Esophageal fistulae result from mural injury, the 
persistence of contiguous foreign bodies and the 
presence of infection. Usually they can be prevented 
by early operation and closure of rents. 

Esophagotracheal fistula may be caused by ex- 
ternal trauma,':*:*® penetrating wounds!!: 2° 25, 29 
and perforation from foreign bodies.** The imme- 
diate surgical exposure and repair of an obvious 
tracheoesophageal communication should forestall 
later complications but there is no record that this 
has ever been attempted. When the sole early treat- 
ment is supportive, both tracheotomy and gastros- 
tomy are indicated procedures. Esophagopleural 
fistula is common among patients who survive the 
initial insult of intrathoracic perforation or rupture 
of the esophagus. The condition is regularly asso- 
ciated with empyema and very frequently with sub- 
total collapse of the lung. Esophagocutaneous fistula 
may persist following the extrapleural drainage of 
a mediastinal abscess. 

The cure of fistulae may entail any combination 
of: Adequate drainage of localized infection (either 
abscess or empyema); decortication with the re- 
expansion of a collapsed lung; the removal of for- 
eign bodies; the use of a Levine tube or gastrostomy 
for esophageal rest. When these measures do not 
suffice, direct exposure of the fistula with mobiliza- 
tion and closure are indicated. 

Stricture of the esophagus occurs primarily from 
injury to the muscular coats of the esophagus, 
especially when followed by chronic inflammation. 
Localized strictures may follow the pernicious vomit- 
ing of pregnancy. Possibly localized stricture begins 
from a tear in the mucosa but not in the muscular 
layers of the wall. Strictly local trauma, the pro- 
longed sojourn of a foreign body within the esoph- 
agus or a missile just without, may likewise cause 
localized stricture.”° Dilatation usually is successful. 
The first dilatation may be combined with endoscopy 
in which esophagoscopes of increasing size together 
with flexible bougies may be used. Later, dilatations 
with olive dilators over a previously swallowed 
string are employed. Blind bougienage should be 
avoided. 

Multiple or generalized strictures may follow the 
ingestion of caustics or acids. Dysphagia will de- 
velop in from four to six weeks. Dilatations should 
then be commenced as outlined above and may be 
necessary intermittently for at least two years or 
longer. 

Until recently, patients with severe generalized 
strictures were doomed to many years of dilatations, 
semi-permanent gastrostomies and the dangers of 
intrathoracic suppuration from spillover into the 
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trachea or instrumental perforation. Theirs was fre- 
quently an unhappy state; many existed but did not 
live. It is now possible, however, to operate on the 
esophagus with constantly lessening hazard. In the 
opinion of most thoracic surgeons, patients with 
stricture of the esophagus that does not respond 
rapidly to dilatation should have the benefit of 
radical extirpative operation. Operations of several 
types may be performed: 

1. Localized resection of from one to two inches 
of the esophagus and end-to-end anastomosis.'* This 
is a feasible procedure in any portion of the esoph- 
agus and can be used for a highly localized stricture 
which has not rapidly responded to dilatation. 


2. Esophageal resection of greater or lesser ex- 
tent combined with mobilization of the stomach and 
intrathoracic esophagogastric anastomosis.”* *° This 
is the most common method of esophageal replace- 
ment and has been performed successfully as high 
as the lower border of the inferior constrictor of 
the pharynx.'®: #1 


3. Various types of small bowel transplants, em- 
ployed for localized or subtotal esophageal replace- 
ment: Antethoracic in position;*® immediately sub- 
sternal;** intrathoracic.!* ** 


4. Large bowel transplants, an exciting prospect 
in the use of transverse and descending ,colon as a 
substitute either for the esophagus alone or for both 
esophagus and stomach. In some cases of stricture 
caused by caustic materials the stomach is damaged 
so much that partial resection is necessary and the 
stomach is, therefore, not available for intrathoracic 
substitution. The technique of large bowel mobiliza- 
tion is fairly well standardized," *° but no published 
report of replacement for stricture could be found. 
Hunnicutt and the author completed one transplant 
for extensive caustic stricture in a patient who had 
had a partial gastric resection. The patient died on 
the fifth day from generalized peritonitis. At autopsy 
there was unexplained necrosis of the duodenum 
with multiple small perforations. Both esophagocolic 
and gastrocolic anastomoses were solid. 


5. The insertion of a plastic tube to replace a 
portion of the esophagus.® This method may be 
particularly valuable in a debilitated patient who 
cannot stand more extensive operation. The experi- 
mental basis is sound and the limited clinical ex- 
perience has been encouraging. 

In the literature, little or no consideration has 
been given to trauma as a possible cause of intra- 
thoracic diverticula, especially diverticula in the 
lower esophagus. Kay cited one or two patients in 
whom mediastinal foreign bodies caused esophageal 
diverticula. Experimentally, it has been shown that 
frequently more intraluminal pressure is necessary 
to rupture the mucosa than the muscular coats of 
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the esophagus. It seems reasonable that the same 
mechanism could occur with vomiting. Continued 
study of a small group of patients with intrathoracic 
diverticula is uncovering suggestive confirmatory 
evidence. 


DISCUSSION 


The author and D. J. Dugan have observed 31 pa- 
tients with esophageal trauma. Twenty-nine of them 
had perforations or ruptures and eight died (28 per 
cent). The 29 patients have been grouped according 
to the treatment given: 

—* Definitive Operation— 
nder Over 


48 Hrs. 
9 Patients 


+Drainage No 
48 Hrs. Only Operation 


No. of Patients 4 Patients 6 Patients 10 Patients 


Cure without 
complications.... 8 : 1 7 


Cure with 
complications... 0 z 3 0 


1(11%) =2(50%) 2(33%) 3(30%) 


The distribution of deaths in this series argues 
strongly for early definitive operation. The one 
fatality following early operation was in a patient 
with totally obstructing carcinoma. 

When the pleural cavity only was drained, there 
was usually prolonged morbidity or death. Total 
decortication was necessary in three patients. 

Of final importance is brief consideration of the 
seven patients who recovered without operation and 
with no complications. In five, penetration of the 
esophageal wall was by a foreign body, and in 
general the penetration was slow and the perforation 
minute; in two there was preexisting but minor 
esophageal disease and it is possible that old peri- 
esophagitis may have had a limiting effect on ex- 
tension of infection. 

2938 McClure Street. 
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In Viewing the VA Medical Program .. . 


how VA facilities are being used 


Patients Discharged During 1951 





SERVICE CONNECTED 


NON SERVICE CONNECTED 





10,550 


2.1% 10,838 


31,143 


ve 
47,673 16,530 = 3.2% % 


442,834 51,820 = 10.1% 


511,895 


391,014 


432,995 


The medical profession recommends that VA medical 


care be maintained for treatment of all service- 


connected cases and temporarily for all wartime 
veterans suffering from tuberculosis or neuropsychi- 
atric disorders of non-service-connected origin, within 
limits of existing VA facilities, if they cannot afford 
private medical care. General medical and surgical 
patients with non-service-connected disabilities (now 
76.4% of all VA patients) should not be entitled to 


“‘free’’ federal medical care. 
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Rheumatoid Arthritis 


An Evaluation of Long-Term Treatment with Cortisone 


EPHRAIM P. ENGLEMAN, M.D., MARCUS A. KRUPP, M.D., WILLIAM W. SAUNDERS, M.D., 
LLOYD E. WILSON, M.D., and ERLING W. FREDELL, M.D., San Francisco 


THE IMMEDIATE, dramatic effects of cortisone on the 
symptoms and signs of rheumatoid arthritis are well- 
established.” ® % 12 It is equally well known that 
relapse commonly follows withdrawal of cortisone 
and that cortisone must usually be given continu- 
ously in order to sustain its beneficial results.!:* 9 12 
This paper is a progress report of 36 male and 20 
female patients with rheumatoid arthritis who were 
treated with cortisone* for 4 to 38 months. To each 
of the 56 patients cortisone was given continuously 
unless there was sustained remission, toxic reaction 
or inadequate benefit. All patients were observed for 
at least one year after the institution of therapy with 
cortisone. 

The patients were seen in the facilities of the Vet- 
erans Administration and in private practice. Candi- 
dates for treatment were screened for possible medi- 
cal contraindications to the prolonged use of corti- 
sone.® Peptic ulcer, tuberculosis, diabetes mellitus, 
hypertension and pronounced emotional instability 
were considered reasons for exclusion except in in- 
stances in which rapid progression of the arthritis 
seemed to justify the risk involved. 

In seven cases cortisone was given even though 
the patients had hypertension’ and in three cases 
despite mild anxiety neurosis. Radiologic evidence 
of pulmonary, apical fibrosis was present in two 
additional patients who showed no evidence of active 
pulmonary disease. Another patient had had proven 
tuberculosis of the pleura 21 months before treat- 
ment with cortisone was started but the thoracic dis- 
ease presumably was quiescent when hormonal 
therapy was begun. 

Many of the patients were initially treated for 
several weeks in a hospital, but all were observed 
subsequently on an outpatient basis. Cortisone was 
administered orally except in a few patients to whom 
the drug was given intramuscularly before knowl- 


From the Medical Service of the Veterans Administration Hospital, 
San Francisco; the Veterans Administration Regional Office, San 
Francisco; the Department of Medicine of the University of California 
School of Medicine; and the Department of Medicine of the Stanford 
University School of Medicine. 

Presented before the Section on General Medicine at the 82nd 
Annual Session of the California Medical Association, Los Angeles, 
May 24-28, 1953. 

*Supplied by Merck & Co., Inc. 


+Patients were nee as hypertensive when the blood pressure 
gameenty exceed 150 mm. Hg, systolic, and/or 95 mm. Hg, 
iastolic. 
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° Fifty-six patients with rheumatoid arthritis 
were treated continuously with cortisone for 
periods ranging between 4 and 38 months, in 
daily doses of 15 to 100 mg. Concomitant ther- 
apy included periods of rest, physical therapy, 
and salicylates. 

The incidence of subjective improvement ex- 
ceeded that of objective improvement. 

The incidence of objective improvement was 
higher in females; also, in those patients whose 
disease was in an early stage and of short 
duration at the time therapy was begun, and 
who required relatively smaller maintenance 
doses of cortisone. 

Therapeutic results were not affected by the 
age of the patient or by the presence of spon- 
dylitis. 

Despite precautions, the long-term adminis- 
tration of cortisone was, in some patients, pro- 
ductive of serious undesirable side-effects. 

Although cortisone usually suppressed the 
symptoms and signs of rheumatoid arthritis, 
progression of the disease was frequently noted 
during its long-term administration. 


edge of its effectiveness when given orally. An initial 
daily dose of 100 mg. was slowly reduced after the 
first weeks of therapy in order to establish the mini- 
mal amount for effective maintenance. “Maintenance 
dose” as the term is used here is the minimal amount 
of cortisone which produces a satisfactory functional 
result without necessarily influencing each of the 
objective signs of active disease.* No effort was made 
to keep the patient symptom-free, especially when 
this required a daily dose in excess of 50 mg. Con- 
comitant therapy included bed rest, physical therapy 
and salicylates, measures which usually had been 
prescribed before the administration of cortisone 
was begun. Daily bed rest ranged from 24 hours, 
early in the treatment with cortisone, to a minimum 
of 12 hours. Physical therapy included heat, both 
luminous and moist, and directed exercises. Splints, 
traction, and crutches were used when indicated. 
The daily dose of salicylates varied between 2.4 and 
3.6 gm. Mild sedatives were given as needed. No 


369 





other drugs were employed therapeutically; how- 
ever, corticotropin was administered occasionally 
for the purpose of demonstrating adrenal respon- 
siveness. 

After the first few weeks of therapy, the patients 
were seen weekly or bi-weekly and never less often 
than once a month. Observations with each visit in- 
cluded determination of blood pressure and body 
weight and interviews to detect abnormal swings of 
mood. There were frequent examinations for glyco- 
suria. X-ray films of the chest were taken every six 
months. 

The stage of arthritis at the beginning of cortisone 
therapy, classification of functional capacity, and the 
grade of improvement were expressed according to 
criteria of the American Rheumatism Association.*!® 
The grade of improvement was based exclusively on 
such objective signs as systemic manifestations of 
active disease, articular inflammation, extra-articular 
activity (i.e. subcutaneous rheumatoid nodules, teno- 
vaginitis, or iritis), and roentgenologic findings. Re- 
sults of therapy were compiled in May 1953, and 
their analysis was patterned after the methods em- 
ployed in a long-term study of patients whose ther- 
apy for rheumatoid arthritis was limited exclusively 
to non-specific measures.'* 


RESULTS OF THERAPY 


Twenty-nine of the 56 patients, or 52 per cent, 
were classified as improved (Table 1). Complete 
remission occurred in ten patients, who showed no 
systemic or local signs of rheumatoid activity. The 
remission in five of these ten patients was sustained 
by continued administration of cortisone, while the 
remaining five patients no longer required cortisone. 
Twenty-seven of the 56 patients, or 48 per cent, were 
listed as unimproved. The disease actually pro- 
gressed in 23 of these 27 patients despite the con- 
tinued administration of cortisone. Progression of 
rheumatoid arthritis was manifest by new sites of 
sustained rheumatoid activity, extra-articular as well 
as articular, and by roentgenologic changes. X-ray 
evidence of rheumatoid progression included increase 
of osteoporosis beyond that which might be expected 
from the dose of cortisone, increase or extension of 
destruction of cartilage and/or bone, and new (or 
more) bony ankylosis. Serial radiologic films of key 
joints showed evidence of irreversible progression in 
22 patients. 

The stages of arthritis and the incidence of im- 
provement in each stage are shown in Table 2. The 
disease was active in each of the 56 patients before 


tThe same criteria were employed for determination of functional 
capacity and improvement in patients with spondylitis. However, the 
method of determination of the stage of arthritis in patients with 
spondylitis was based on a modification of these criteria by M. Ziff 
and O. Steinbrocker. It will be published soon in the Cooperative 


Study of Cortisone Therapy in Rheumatoid Arthritis, sponsor 
American Rheumatism Association. 
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TABLE 1.—Status of rheumatoid arthritis in 56 patients receiving 
long-term cortisone therapy 


Per 
Grade of Improvement* Number Cent 


I. Complete remission—cortisone sustained, 5; 
cortisone not required, 5 18 
Th. ee -AIpPOVENIONE 05.6.5 ORT 
III. Minor improvement 7 
IV. Unimprovement 48 


* According to criteria of American Rheumatism Association.'® P 


TABLE 2.—Incidence of improvement* in relation to stage of 
rheumatoid arthritis 


Patients 
—Improved— 
Number of Per 
Patients Number’ Cent 


S 71 
II. Moderate 7 70 
III. Severe 9 36 
IV. Terminal 8 57 


Stage of Disease* 


* According to criteria of American Rheumatism Association.’* 


TABLE 3.—Incidence of improvement in relation to duration of 
rheumatoid arthritis 


Patients 
—Improved— 
Number of Per 
Duration Before Therapy Patients Number Cent 


5 years or less 11 85 
More than 5 years 19 44 


the administration of cortisone. The incidence of 
favorable therapeutic response to cortisone was 
higher among patients with early or moderate dis- 
ease than among those whose arthritis was more 
advanced. 

The duration of arthritis before administration of 
cortisone ranged from 7 to 60 months (average: 21.6 
months) in 13 of the 56 patients and from 5 to 43° 
years (average: 14.5 years) in the remaining 43 
patients (Table 3). The incidence of favorable re- 
sponse to cortisone was higher in the group with 
disease of relatively short duration. 

Although most American rheumatologists regard 
ankylosing spondylitis as a manifestation of rheuma- 
toid arthritis, other investigators believe it is a sep- 
arate entity.'? To eliminate any possible influence 
of spondylitis, the therapeutic results of cortisone 
were analyzed in terms of the presence or absence of 
spondylitis (Table 4). Nineteen of the total group 
of 56 patients had involvement of the spine. Of these 
19 patients, 15 had coexisting peripheral arthritis 
and the other four had involvement of the hips 
and/or shoulders. The incidence of improvement 
among patients with spondylitis did not differ sig- 
nificantly from that observed among patients in 
whom arthritis was confined to the peripheral joints. 

Thirty-six of the total group of 56 patients were 
male (Table 5). The therapeutic results were slightly 
better in females. Since all but one of the patients 
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with spondylitis were male, it was considered desir- 
able to exclude the patients with spondylitis and to 
compare the therapeutic results in the 37 male and 
female patients in whom arthritis was confined to the 
peripheral joints (Table 6). In this group also the 
incidence of improvement was higher in female pa- 
tients, although the stage and duration of disease 
had not differed significantly in the two sexes. 

Age of the patients ranged between 21 and 76 
years when cortisone was started. Thirty-nine of the 
56 patients were over the age of 40 years. Age did 
not influence significantly the therapeutic effect of 
cortisone (Table 7). 

The average daily doses of cortisone, following 
the first month of therapy, are shown in Table 8. 
Most patients were given daily doses of 75 mg. or 
less, and 15 of the patients were maintained on daily 
doses of cortisone of 50 mg. or less. No patient was 
given a daily dose in excess of 100 mg. Of the 13 
patients who received daily doses of 75 to 100 mg., 
all but two were male. The maintenance dose did not 
necessarily parallel the stage or duration of the dis- 
ease. It may be of prognostic importance that most 
of the patients requiring the smallest doses of corti- 
sone showed significant improvement, while those 
requiring the largest amount of cortisone showed the 
lowest incidence of improvement. 

The duration of treatment with cortisone varied 
between 4 and 38 months. For most patients it was 
13 months or longer. The data in Table 9 indicate 
that the longer cortisone was required the lower was 
the incidence of objective improvement. It must be 
recognized, however, that the data also reflect, par- 
tially, the incidence of those factors which justified 
the withdrawal of cortisone. 

It is of some interest to analyze the data concern- 
ing the five patients (three males, two females) in 
whom the disease was.in complete remission and 
who no longer required cortisone (Table 10). The 
known duration of sustained remission varied be- 
tween 3 and 13 months. The stage of rheumatoid 
arthritis was early or moderate and the duration of 


TABLE 4.—Incidence of improvement in relation to presence and 
absence of spondylitis 


Patients 
—Improved— 
Number of Per 
Patients Number Cent 
SPOR VINNIE kosiie ie dew soe 19 10 58 
No spondyiitis 18 49 


TABLE 5.—Incidence of improvement in relation to sex 


Patients 

—Improved— 
Number of Per 
Patients Number’ Cent 


‘ 36 16 44 
UR lee ee Ce 20 13 65 
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the disease before therapy with cortisone was started 
varied between 7 and 48 months. These observations 
confirmed the impression that the best therapeutic 
results with cortisone were obtained in cases in 
which rheumatoid arthritis was early or moderate 
and of comparatively short duration. In four of the 
five patients, the required maintenance dose was 
less than 50 mg. These data again supported the 
favorable prognostic significance of a small dose of 
cortisone which satisfied the maintenance require- 
ments. 


TABLE 6.—Incidence of improvement in relation to sex, excluding 
patients with spondylitis 


Patients 
—Improved— 
Number of Per 
Patients Number Cent 
6 33 
12 63 


TABLE 7.—Incidence of improvement in relation to age of patients 


Patients 
—Improved— 
Number of Per 
Patients Number Cent 
Under age of 40 years 8 47 
Over age of 40 years 21 54 


TABLE 8.—Incidence of improvement in relation to daily dose of 
cortisone 


Patients 
—Improved— 
Number of Per 
Daily Dose of Cortisone Patients Number Cent 


TR I assesses senkecsapnieoniiasisebn ascii’ 15 13 87 
SO Ta oS recientes 28 14 50 
2 15 


TABLE 9.—Incidence of improvement in relation to length of 
therapy with cortisone 


Patients 
—Improved— 
Number of Per 


Length of Therapy } I 
Patients Number Cent 


Months 


TABLE 10.—Data on five cases in which patients had remission of 
rheumatoid arthritis after long-term cortisone therapy 
(cortisone no longer required) 


Length of Sustained Remission 3, 9, 10, 12, 13 months 


Stage of Disease Early, 3 patients; Moderate, 2 patients 
Duration of Disease before Therapy....7, 16, 18, 47, 48 months 


15 mg. to 50 mg., 4 patients; 


Daily dose of cortisone 
51 mg. to 75 mg., 1 patient 


Length of Therapy 
with cortisone 


4, 10, 13, 16, 18 months 
Length of Sustained Remission 3, 9, 10, 12, 13 months 


Early, 3 patients; moderate, 2 patients 
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The incidence of subjective improvement was sig- 
nificantly higher than objective improvement. Of the 
96 patients studied, 49 (87.5 per cent) had at least 
some decrease in pain and stiffness and significant 
increase in agility and joint mobility (Table 11). 
The resulting functional improvement was usually 
sustained, with occasional fluctuation, as long as cor- 
tisone was continued. Patients whose activities had 
been handicapped by pain or limited motion were 
often enabled to perform usual business or household 
duties. This increased functional capacity made pos- 
sible, in many cases, an important degree of social 
and economic rehabilitation. It must be emphasized, 
however, that functional improvement was often ob- 
served despite obVious progression and increasing 
severity of the disease process. An example was the 
case of a 57-year-old man who had been almost 
totally disabled by rheumatoid arthritis. He was 
given cortisone in a daily dose of 50 to 75 mg. for 
31 months. Within a few weeks following the admin- 
istration of cortisone he was able to return to his 
work, where he remained on a full-time basis. Com- 
parison of an x-ray film of the hand taken after long 
continued therapy with one taken immediately be- 
fore the administration of cortisone began showed 
not only progressive changes in the previously 
affected joints, but also new joint involvement mani- 
fested by marginal erosion and diminished joint 
space—unequivocal evidence of progressive disease. 
Twenty-one of the 49 patients who were improved 
subjectively and functionally were classified on the 


TABLE 11.—Functional capacity of 56 patients with rheumatoid 
arthritis before and during therapy with cortisone 


During Therapy: 


-—Before Therapy—. Class I* Class II Class III Class IV 
No. of 


No. of No. of No. of No. of 
Class* Patients Patients Patients Patients Patients 


IV 9 2 2 4 1 
III 36 9 24 3 

II 1l 8 3 

I 0 


*Class I: Complete ability to carry on all usual duties without handi- 
caps. 

Class II: ete to conduct normal activities despite handicap of 
discomfort or limited motion at one or more joints. 

Class III: Limited functional capacity adequate to perform only little 
or none of the duties of usual occupation or of self-care. 


Class IV: Incapacitated largely or wholly; bedridden or confined to 
wheel chair; little or no self-care. 


basis of objective evidence as unimproved or worse. 

The undesirable side-effects of cortisone which 
were observed in these 56 patients are shown in 
Table 12. Moon-face was the commonest and was 
seen at some time during the administration of corti- 
sone in all but four patients. Hypertension was ob- 
served in 13 patients, 10 of whom showed return to 
normal levels of blood pressure following downward 
revision of the dose of cortisone. Hypertension was 
uncontrolled in three patients, despite reduction to 
the minimal effective dose of cortisone. In seven pa- 
tients who had hypertension before the administration 
of cortisone no significant change in blood pressure 
occurred during therapy. Fluid retention and edema 
occasionally necessitated restriction of salt and, 
rarely, a diuretic was required. Emotional instability 
was observed in nine patients. Three additional pa- 
tients who had mild anxiety neuroses before corti- 


Figure 1 
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sone was given did not have new psychiatric prob- 
Jems during therapy. Thrombophlebitis, which may 
have been unrelated to cortisone, occurred in three 
patients. It subsided completely despite the contin- 
ued administration of cortisone. In two patients, 
each 77 years old, cerebrovascular accidents oc- 
curred which led to death. One such episode oc- 
curred after therapy with cortisone for 15 months 
in a daily dose of 50 to 75 mg. The other patient had 
a cerebrovascular accident one month after cortisone 
(given for 20 months in a daily dose of 50 mg.) had 
been discontinued. The role of cortisone in these 
vascular accidents is moot. Duodenal ulcer occurred 
in two patients; in one, the ulcer was discovered 
unexpectedly at postmorten examination. Pathologic 
fractures of vertebrae occurred in two female patients, 
aged 77 and 52, both of whom had severe osteo- 
porosis before the administration of cortisone. This 
is not inconsistent with the observation of other 
investigators that undesirable effects of cortisone 
occur more commonly in females during and follow- 
ing the menopause.’* !° Healing was delayed in one 
of seven patients who had either undergone major 
surgical procedures or who had traumatic fractures. 
Polyarteritis, resulting in gangrene and amputation 
of one lower extremity, occurred in one patient dur- 
ing the eighteenth month of therapy while she was 
receiving cortisone in a daily dose of 75 mg. The 
culpability of cortisone in this case is uncertain, 
although reports of a similar complication during 
the administration and following the withdrawal of 
cortisone have been recorded elsewhere.'! 1%: 15 

Glycosuria, psychosis or masked infection were 
not observed in this group of patients, nor was there 
indication of irreversible adrenal atrophy. However, 
depression of adrenocortical function was observed 
in every case in which it was tested.*° Periods of 
stress such as respiratory infections, surgical opera- 
tions and trauma were tolerated well with the aid of 
supplemental doses of cortisone. Cortisone-induced 
hypothyroidism was not observed.° 

Cortisone was discontinued in three patients be- 
cause of contraindications—duodenal ulcer in one 
instance, hypertension in another, and pathologic 
vertebral fracture in the third. The indications for 
the withdrawal of cortisone from nine additional 
patients are shown in Table 13. Symptomatic relapse 
of rheumatoid arthritis followed withdrawal of cor- 
tisone except in patients in whom the disease was in 
remission. Of the 44 patients who were still receiving 
cortisone at the time of this report, three were still 
being given the drug despite, in one case, pathologic 
vertebral fractures, and in two cases the persistence 
of hypertension which had not been present before 
the administration of cortisone. 

Only one of the 54 living patients is no longer 
under the authors’ observation. At the time she 
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TABLE 12.—Undesirable side-effects of cortisone observed in 56 
patients during long-term therapy 


Number Per Cent 
Moon-face 93 
Hypertension, transient 18 
Hyerptension, persistent 5 
Excess fatigability ...... 
Fluid retention 
Emotional instability 
Thrombophlebitis 
Cerebral vascular accident* 
Duodenal ulcer 
Pathologic fractures of vertebrae.. 
Hirsutism 


Delayed healing 
Polyarteritis* 


PNN PLEA 


*Role of cortisone is moot. 
TOne discovered postmortem. 


TABLE 13.—Present status* of 56 patients started on long-term 
cortisone therapy for rheumatoid arthritis 


No longer receiving cortisone 
Indications for withdrawal— 
Deleterious effects 
Death 
Remission of rheumatoid arthritis 
Symptomatic ineffectiveness 
To compare effects of other drugs 
Still receiving cortisone 


*May, 1953. _ 
tOne patient died one month after withdrawal of cortisone. 
Despite development of contraindications in three cases. 


moved away the disease status was classified as 
unimproved. 


DISCUSSION 


The recorded observations have served to reem- 
phasize the important distinction between subjective 
and objective criteria for improvement in rheuma- 
toid arthritis. They have also indicated that the re- 
sponse of rheumatoid activity to cortisone may de- 
pend upon such factors as severity and duration of 
the disease before the use of cortisone. While these 
and other observations in the study were of interest, 
the small number of patients precludes any generali- 
zation as to their significance, especially with regard 
to specific influence of cortisone. The spontaneous 
variations in the natural course of rheumatoid arth- 
ritis make evaluation of any therapy the more diffi- 
cult. In a ten-year follow-up of 250 patients whose 
treatment for rheumatoid arthritis was limited chiefly 
to rest, physical therapy and salicylates, Short and 
Bauer observed objective improvement in 133 pa- 
tients, or 53 per cent; the disease was in remission 
in 38 patients, or 15 per cent.'* These results are 
comparable to those of the present study, in which 
objective improvement was noted in 27 patients, or 
52 per cent, while the disease was in remission in 
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ten patients, or 18 per cent. (Five of the ten remis- 
sions were sustained with the aid of cortisone.) In 
the study by Short and Bauer, as in the present study, 
an early stage and short duration of the disease at 
the time of the beginning of treatment augured a 
favorable prognosis. Although the stages of the dis- 
ease and the criteria for improvement were not 
strictly comparable in the two studies, the similar 
results suggest that the addition of cortisone to non- 
specific therapy did not influence statistically the 
course of the disease, and that the best results with 
cortisone were often obtained in those patients whose 
course might have been favorable without the intro- 
duction of so-called specific measures. Similar opin- 
ions, based largely on objective criteria, were re- 
cently expressed by other investigators.” It must be 
stated, however, that the emotional and economic im- 
plications of subjective and functional improvement 
cannot be disregarded. 


It is of course possible that better results in terms 
of objective criteria might have been obtained had 
larger doses of cortisone been employed in order to 
restrain more completely the signs of rheumatoid 
activity. However, this would have been at the risk 
of more frequent serious side effects of the drug. The 
observed undesirable effects of cortisone were sim- 
ilar to those described by others.’°: 1? Although the 
drug was discontinued in only three patients because 
of deleterious effects, it was continued in three other 
patients despite the development of obvious contra- 
indications to its continued use. Undoubtedly, the 
possibility of serious untoward effects of cortisone 
may be lessened by careful selection of patients for 
therapy, by the use of small maintenance doses, and 
by close supervision of patients during therapy. 
Nevertheless, the authors’ experience has served to 
emphasize. the potential risk of therapy with corti- 
sone, despite caution and vigilance. 


Final opinion regarding the status of cortisone in 
the therapy of rheumatoid arthritis must await the 
elapse of more years, during which observations 
such as these may continue. At present it is obvious 
that cortisone is not a substitute for conservative and 
well-established measures. Combined with them, 
however, cortisone offered a unique experience in 
therapeutics; in many cases it provided a degree of 
social and economic rehabilitation which occurred 
even in the presence of advancing disease. 

655 Sutter Street. 
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Use of Hexamethonium in Arterial Hypertension 


THE USE of almost any newly introduced or enthusi- 
astically given drug is followed by relief of certain 
symptoms and even by apparently “significant” 
reduction of blood pressure levels in the majority of 
hypertensive patients. These placebo-like effects, 
related to the patient-physician relationship or to 
“treatment” per se, were first stressed by David 
Ayman over twenty years ago but are often forgotten 
in the excitement attending the promotion of new 
anti-hypertensive agents. Ayman’s classic papers)? 
are well worth rereading periodically. Even more 
important than Ayman’s plea for the objective eval- 
uation of new agents was the point made by Sir 
James Mackenzie, who expressed his pleasure that 
drugs of the vasodilator class were then ineffectual 
and who wrote: “There has been so much nonsense 
talked and written about high blood-pressure, that I 
am constrained to draw attention to our extreme 
ignorance of the cause and consequence of raised 
blood-pressure. That we are totally ignorant of the 
cause, does not prevent many people adopting heroic 
measures for reducing it, without even considering 
the wisdom or necessity for so doing.”® 

Among the heroic measures in current use are hal- 
ides of the hexamethonium (hexamethylene-bis-tri- 
methylammonium) ion, introduced against hyper- 
tension by Smirk*: ® in particular and used by others 
in conjunction with additional agents such as 
1-hydrazinophthalazine.** By itself, hexametho- 
nium lowers arterial pressure by blocking the trans- 
mitter activities of acetylcholine in autonomic gang- 
lia. Not selective for vasomotor ganglia, ‘the ion also 
interferes with the innervation of such organs as the 
eyes, bowel and urinary bladder. This produces un- 
pleasant side effects including blurred vision (not to 
be confused with that of hypertensive retinopathy), 
dry mouth, urinary retention and severe constipa- 
tion; such effects require additional and often ener- 
getic symptomatic measures. It is at once apparent 
that hexamethonium is not wisely given to hyper- 
tensive patients who are free from symptoms. For the 
reduction of pressure in recumbent patients, larger 
doses of the ion are needed than those which suffice 
to lower the pressure of the same patients when they 
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¢ Hexamethonium is a potent anti-hypertensive 
agent. Its use is associated with prominent and 
unpleasant side effects, and sometimes with 
circulatory complications from excessive de- 
pressor action. It is suitable for relatively few 
hypertensive patients, and often fails when 
renal insufficiency is present. The degree of care 
required to obtain satisfactory effectiveness is 
such that the program of treatment becomes 
too unwieldy for general use. 


are sitting or.standing. Smirk utilized this postural 
hypotension, which resembles that following success- 
ful surgical sympathectomy, to therapeutic advan- 
tage. 

Properly given, the drug reduces pressure appre- 
ciably in the majority of hypertensive subjects. As 
Mackenzie feared, this is by no means always bene- 
ficial. Fall of pressure, especially in older patients 
and in those with fairly recent coronary, cerebral or 
renal arterial thrombosis or narrowing, sometimes 
precipitates acute myocardial infarction, hemiplegia, 
uremia or even death. Furthermore, complications of 
hypertensive disease may regress in the face of un- 
changed pressure level.” 1° From these and similar 
considerations it seems clear that hexamethonium is 
not a cure for hypertensive disease, that it provokes 
unpleasant symptoms, precipitates vascular com- 
plications and is indicated in but a relatively few 
patients. For the most part, these are rather young 
patients with severe or malignant syndromes. Un- 
fortunately, renal involvement is almost the rule in 
such instances, and when this condition is advanced 
the results are highly unsatisfactory. The dose must 
be smaller in the presence of nitrogen retention, for 
the ion is excreted in the urine. 

If the drug is to be used, choice has to be made 
between oral and parenteral dosage forms. The hypo- 
dermic route provides rapid and reasonably pre- 
dictable absorption and results, but is awkward; 
patients are taught self-injection as are diabetic per- 
sons using insulin. The oral route is of course more 
simple, but absorption is both poor (doses ten-fold 
or more those effective parenterally) and inconstant; 
moreover, the induced constipation increases absorp- 
tion irregularly. If only severely ill patients are se- 
lected (as the author does) it seems wise to follow 
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Smirk’s example and give the drug subcutaneously 
for greater and more predictable effectiveness. 

With the patient under careful observation in a 
hospital, treatment is commenced. The patient should 
be up and about as much as possible, sitting up or at 
least propped up in a bed which has blocks under its 
head so that postural effects are utilized. The first 
two doses several hours apart, should not exceed 
5 mg. each, in order to avoid syncope or more se- 
vere depressor reactions. Since tolerance appears 
promptly, the dose must be increased during the 
next few days or even weeks; there is no arbitrary 
upper limit to the amount tolerated after a short time, 
when the dose (once or twice daily) is adjusted to 
the individual patient’s response. This requires care- 
ful observation and many determinations of arterial 
pressure, especially in the hour or two immediately 
following an injection. Patients may be taught to 
determine their own arterial pressure levels to facili- 
tate regulation. They must be in such surroundings 
as to be able to lie down if necessary to combat pos- 
tural hypotension; with care, phenylephrine hydro- 
chloride is not often required. It should be apparent 
that effective therapy is also dangerous and awk- 
ward; it is expensive in money and sometimes in 
time, as when recumbency is necessary for an hour 
or so following an injection. 


Other investigators have observed reversal of the 
malignant phase of hypertension under such a regi- 


men. The author has not had this fortunate result, 
possibly because of lack of sufficiently close personal 
attention to patients. Of 24 hypertensive persons so 
treated, 12 have died of the disease and only two 
care to go on with the injections after the passage 
of a year; symptoms were too unpleasant and results 
too unimpressive for the others. At first, for two to 
ten months, the majority of our patients were im- 


proved symptomatically much as Ayman described 
for almost any new form of treatment. 

Our early enthusiasm for hexamethonium has been 
lost, at least as a form of treatment for general use. 
It is suitable for only a few patients, and fails in 
those with renal insufficiency who most need help. 
It does lower arterial pressure, but often to excess 
and then may lead to serious circulatory complica- 
tions; even without this, the side effects are unpleas- 
ant. If it is to be used effectively, so much care is 
required that the program is too unwieldy for gen- 
eral use. 


Stanford University Hospital. 
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Discoid Eczema of the Hands 


NOT INFREQUENTLY observed in dermatologic prac- 
tice is an eczematoid disease of the skin of the hands 
which has so many features distinguishing it from 
other dermal eruptions that it may be considered 
an entity and as such to deserve a name. 

One of the peculiarities of this particular disease 
of the hands is its amenability to control by simple 
dietary restriction. Other characteristics that set it 
apart are the appearance and distribution of the 
lesions, and morphologic features. The lesions, al- 
most always confined to the hands, are round or 
oval patches of fine superficial vesicles. The indi- 
vidual lesions making up the discoid patches are 
microscopic vesicles that develop between the prickle 
cells of the epiderm. Since vesicular eruption is most 
prominent at the perimeter of each group of vesicles, 
the patches appear as heavily margined discs. The 
lesions wax and wane in the same locations spon- 
taneously. Improvement may take place without ex- 
ternal treatment and there may be recurrence despite 
assiduous prosecution of local therapy. Rarely are 
such lesions associated with eczema of other parts 
of the body. Conversely, atopic or allergic eczema 
may be distributed extensively over the flexural 
surfaces of the extremities yet not involve the hands. 

The term discoid eczema of the hands would seem 
to be an apt one for this disease entity in view of 
the gross appearance of the lesions, the morphologic 
features and the fact that they are almost always 
confined to the hands. 

It was apparently this entity that was differen- 
tiated and described by Pollitzer,® in 1912, as “re- 
current eczematoid affection of the hands.” Gross* 
included this condition in a clinical description of 
“nummular eczema” but indicated that the lesions 
were associated with dry skin and that they appeared 
on the foréarms, arms, legs, thighs, shoulders and 
the dorsa of hands, fingers and feet. 

In the author’s experience dry skin is not an 
associated condition and the lesions are predomi- 
nantly on the palms and the flexor surfaces of the 
fingers. (One patient had lesions on the soles of the 
feet in addition to those on the hands.) 

An oddity of discoid eczema of the hands is that 
sometimes what appears to be a single round or 
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¢/n general it is probable that round or oval, 
rather defined groups of fine vesicles (or crust- 
ing that results from former vesicular erup- 
tion) recurring in the same location like a 
“fixed drug eruption” is a particular type of 
eruption deserving a distinct name. The mor- 
phological features and the clinical course of 
repeated recurrences, always in round or oval 
areas, seem to make the term "discoid eczema 
of the hands" an appropriate one for the dis- 
ease. 

A feature that distinguishes discoid eczema 
of the hands from infectious dermatologic con- 
ditions which it most closely resembles clini- 
cally, is the response of the disease to dietary 
therapy. A simple elimination diet was used 
with good effect in 20 cases of the disease 
reported upon herein. 


oval patch extends across two, three or even four 
fingers as though there were no separation between 
the fingers. 


The most notable feature of clinical distinction 
between discoid eczema and other non-infectious 
lesions of the hands is that the latter are not grouped 
in round or oval patches. Other lesions of the hands 
that are grouped in patches similar in appearance 
to those of discoid eczema are usually caused by 
fungus or bacterial infection and do not heal with- 
out rather specific fungicidal or bactericidal therapy. 
Conversely, as was previously noted, whereas top- 
ical therapy has little beneficial effect in discoid 
eczema of the hands, dietary therapy usually is 
effective. 

To determine the efficacy of dietary treatment, 
40 patients were selected on the basis of the clinical 
appearance of the lesions on the hands. The treat- 
ment of all patients included hand soaks in diluted 
liquor aluminum acetate four times daily and the 
local use of a bland non-stimulating ointment to 
offset overdryness resulting from the use of astrin- 
gent soaks. Calcium was given intravenously weekly. 
The patients were instructed to avoid the use of 
strong soap and hot water on the hands. Local treat- 
ment and administration of calcium was discontin- 
ued as soon as the lesions cleared, often in as little 
as three weeks. All of them were put on an elimina- 
tion diet. 


377 





This diet excluded (1) all kinds of nuts, (2) 
onions whether cooked or uncooked or in combina- 
tion with other foods, (3) tomatoes in any form, 
(4) chocolate, (5) coffee, and (6) pork in any form, 
including bacon, ham or lard. Such restrictions did 
not deplete the general diet seriously. These foods 
were selected because they are items known to be 
frequent producers of symptoms in persons who are 
sensitive to foods. Also they are of less importance 
to the general nutrition than are many foods. The 
elimination plan was very similar to one of the 
methods used by Livingood and Pillsbury® in deter- 
mining specific food sensitivity in their study of 
“various types of eczematous dermatitis.” 

Once clinical improvement was obtained by the 
use of local, systemic and dietary treatment, all medi- 
cation was discontinued and the foods that had been 
eliminated were restored to the diet, one at a time. 
Only when no reaction occurred after a five-day trial 
period was a food considered safe for inclusion as 
a usual part of the patient’s diet again. An effort was 
made to include during its trial period a little more 
of the food being tested than was normally eaten. 
Observations were made during these tests for the 
recurrence of new, fine vesicles on the hands. Usually 
such new eruptions came in the first two days of the 
trial period of a food. Recurrences of vesicles always 
came in the old inflamed areas. When there was re- 
currence in response to deliberate attempts to bring 


it about by adding one of the test foods, the clearing 
of the lesions was hastened by again using local soak- 
ing in dilute liquor aluminum acetate and by giving 
calcium intravenously. 


This kind of testing served not only to identify 
the specific offending food, but it served admirably 
as a control on the diagnosis. Not only was improve- 
ment obtained by elimination of selected foods from 
the diet but eczema of the specific type originally 
present was reproduced by adding foods of the 
special elimination group back to the general diet. 


Three of the 40 patients originally selected were 
later shown to have contact dermatitis. They had 
been mistakenly included because the lesions tended 
to occur in limited areas. 

Of the other 37 remaining, 29 were women and 
8 were men. There were no children. Seven of the 
group were unmarried. Twenty of the patients were 
between 20 and 40 years of age. Two were women 
70 years old. 

Twenty of the 37 patients completed the trials of 
the six foods until all the foods were tested separately 
by a five-day trial. Two showed sensitivity to nuts, 
five to onions, one to tomatoes, ten to chocolate, 
four to coffee, and two to pork. Four patients had 
sensitivity reaction—new lesions developed—to two 
of the six foods for which tests were made. 
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One of the 37 patients had lesions on the soles 
similar to the palmar lesions described. He had 
lesions on the hands also. The plantar lesions im- 
proved when the lesions on the hands improved, and 
they became worse when the specific food not 
tolerated was restored to the diet. (This is the only 
case ever observed by the author in which lesions 
of this kind appeared on the soles.) 


CASE REPORTS 


The following case reports are typical of discoid 
eczema of the hands: 


CasE 1: A housewife 30 years of age was first 
observed November 15, 1951, with complaint of an 
eruption on the right thumb and on the third and 
fourth fingers recurrently for five months. Various 
salves had been used locally as well as potassium 
permanganate soaks. Upon examination, two de- 
fined, scaly, red, swollen lesions were observed on 
the right thumb and there were defined lesions on 
the opposing surfaces of the right third and fourth 
fingers. There were no lesions on the left hand or 
on the rest of the body. Treatment included the 
elimination of nuts, onions, tomatoes, chocolate, 
coffee and pork from the diet. A week later there 
was slight improvement and at the end of five weeks 
the lesions on the fingers of the right hand were 
entirely faded. Nuts and then coffee were added to 
the diet without the development of new lesions, but 
two days after pork was added, fine vesicles ap- 
peared on the third and fourth fingers where the 
original lesions had been. Tomatoes then were tried 
for five days without recurrence of hand lesions, 
and five months after the diet was started, the 
patient was eating all foods except pork and the 
hands were free of lesions. 


Case 2: A housewife 32 years of age had had 
recurrent attacks over a 30-month period of a single 
group of red lesions on the left palm at the base of 
the fourth finger. The disease had begun with the 
development of vesicles on the fourth finger, pyo- 
derma quickly following. When first observed the 
patient had a single, red, defined oval area on the 
palm near the base of the fourth finger. It measured 
3 cm. in its greatest diameter. Treatment included 
the use of four daily soaks in liquor aluminum 
acetate diluted one part in twelve parts of cool water. 
Calcium was given intravenously weekly. Nuts, 
onions, tomatoes, chocolate, coffee and pork were 
removed from the diet. After the patch of eczema 
had cleared and local and intravenous therapy had 
been discontinued and the eliminated foods were 
being added one at a time to the diet, a distinct, ten- 
der, red, swollen and vesicular eruption appeared at 
the site of the original eczematous patch of the left 
palm within 24 hours after coffee had been restored 
to the diet. Later, after this eruption had cleared and 
pork had been tried without causing any eruption, 
the left palmar lesion recurred when chocolate was 
added to the diet. After three months the patient 
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vas free of lesions and from then on remained free 
of them with no other therapy than avoidance of 
coffee and chocolate. 


DISCUSSION 


The importance of diet selection in the treatment 
of atopic dermatitis of the hands was urgently sug- 
gested by Rowe’s’ report of 80 cases of skin disease 
of the hands controlled by diet eliminations. He also 
pointed out that occupations such as housework 
helped to activate a potential sensitization to foods. 
This may be a determining factor in locating the 
site of the skin lesions. Contact of the hands with 
industrial irritants, for example, may lead to lesions 
there even though the fundamental cause is food 
intolerances. Rowe® also recognized that food scratch 
tests and intradermal tests are not dependable. He 
stated, “Since skin tests with food allergens often 
are negative to allergic foods or give false positive 
reactions not associated with clinical allergy the 
elimination diets are usually indicated for the study 
of the suspected food allergy.” 

Pollitzer,® in a discussion of “recurrent eczema- 
toid affections of the hands,” called attention to 
round, sharply defined groups of aggregate vesicles 
on the dorsal surfaces of the hands. He said that 
individual patches varied from 2 to 3 centimeters 
in diameter and that even though these patches were 


sharply margined, vesicles covered the affected areas 
uniformly. 

Later, Chipman,*® writing on differentiation of 
sharply outlined eczematous lesions of all parts of 
the body, noted that although the classic patch of 
eczema is vague in outline, there are numerous 
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eczematoid eruptions which are sharply defined and 
difficult to classify. 

Data was presented in 1942 by Ayres and Ander- 
son’ to show that a random diagnosis of fungous 
infection of the hand stands an 88 per cent chance 
of being wrong. They said that an allergic reaction 
due to foods may persist on the hands for long 
periods. They also noted that eruptions of the hands 
constitute one of the most difficult diagnostic prob- 
lems in the entire field of dermatology. 

As far back as 1912, Bulkley? recommended a 
basic diet for use in the treatment of skin diseases. 
The diet consisted only of boiled rice, bread, butter 
and water for five days. Such a controlled diet is 
said to have cleared Bulkley’s own recurrent vesicular 
eruption of the hands on more than one occasion. 

117 East Eighth Street. 
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Topical Use of Cortisone in Urology 


T. L. SCHULTE, M.D., LLOYD R. REYNOLDS, M.D., and 
HOWARD J. HAMMER, M.D., San Francisco 


TOPICAL APPLICATION of cortisone acetate has been 
used by the authors in treatment of interstitial 
cystitis including contracted bladder, inflammation 
of the wall of the bladder, trigonitis and urethritis 
in females, and non-specific urethritis in males. 

To determine whether or not any of the results 
of topical therapy might be owing to systemic ab- 
sorption of cortisone, study was made of the eosino- 
phil content of the blood of patients receiving topical 
therapy. The eosinophil content was determined at 
hourly intervals for six hours after treatment, and 
no significant change was noted. It was concluded 
that if there was systemic absorption it was so slight 
that it could not be considered a factor in results. 

In all cases in which there were indications of 
infectious disease of the urinary tract, attempt was 
made to clear it by use of antibacterial drugs, but 
if infection persisted despite such measures, corti- 
sone therapy was carried out concomitantly with 
them. 


The hormone, suspended in saline solution, was 
instilled into the bladder through a No. 12 or 14 
(French) urethral catheter and after each instilla- 
tion a spurt of air was blown through the catheter 
to make sure none of the mixture remained in the 
tubing. 

The dosage used was 125 mg. of cortisone in 5 cc. 
of saline solution and the schedule of infusion was 
twice daily for two or three days for patients treated 
in the hospital and once a day for two or three days 
for those treated in the office. After that in most 
cases the hormone was administered three times 
weekly for one to two weeks and then discontinued. 
For some patients with interstitial cystitis and con- 
tracted bladders, cortisone therapy was repeated at 
intervals. For example, one patient was kept com- 
fortable and the bladder capacity normal with one 
treatment every six weeks consisting of overdistend- 
ing the bladder under local anesthesia, by filling it 
with sterile water, then emptying it and instilling 
cortisone. 

Before cortisone was used topically in the manner 
described, patients who had interstitial cystitis or 
contracted bladder with clear urine, but with pollaki- 
uria, urgency, nocturia and pain when the bladder 
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* Cortisone was instilled into the bladder in 
the treatment of interstitial cystitis and con- 
tracted bladder, trigonitis and urethritis in fe- 
males, nonspecific urethritis in males, and in- 
flammation of the wall of the bladder. In infec- 
tious cases the hormonal therapy was used after 
antibacterial measures had failed. Improvement 
occurred quickly in most cases soon after corti- 
sone therapy was given. In a few cases of inter- 
stitial cystitis and contracted bladder the relief 
obtained was inadequate and it was necessary 
to carry out overdistention procedures under 
visualization. When that was done, however, it 
was noted that the condition of the bladder was 
improved as compared with the conditions us- 
ually observed in cases in which cortisone treat- 
ment is not given before the procedure. 

Results of tests of the blood during therapy 
indicated that the benefits of the treatment 
were not owing to systemic absorption of corti- 
sone. 


was distended, were given general anesthesia in a 
hospital and overdistention was carried out under 
vision. When the bleeding lesions usually present 
in the distensible portion of the bladder in inter- 
stitial cystitis were located, fulguration was carried 
out. This procedure had to be repeated from time to 
time as symptoms indicated. Often after overdis- 
tention of a contracted bladder, multiple areas of 
petechial hemorrhage were noted throughout the 
organ. Cortisone infusion as an office procedure 
now has replaced hospitalization in most cases, but 
in a few cases in which symptoms were not com- 
pletely relieved after six or more topical treatments 
with the hormone, the patients were hospitalized 
and distention under vision was carried out. It was 
noted that petechial hemorrhages such as were pres- 
ent in patients who had not had cortisone therapy, 
were absent in these cases. Furthermore, the bladder 
capacity increased readily on one overdistention and 
the wall of the bladder seemed to have greater 
elasticity and to distend much more easily. Resump- 
tion of topical cortisone therapy in these cases after 
the overdistention procedure brought about pro- 
nounced clinical improvement. 

Females who had urethritis and trigonitis with 
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clear urine usually had a decrease in urethral pain 
and in nocturia and urgency when topical cortisone 
therapy was given. In cases in which stress incon- 
tinence was present, it usually abated. 

Men with non-specific urethritis and grossly cloudy 
urine who had not been benefited by other kinds of 
treatment showed a pronounced improvement when 
cortisone was administered. The urethral discharge 
and other symptoms disappeared in less than 24 
hours. The group included one patient with Reiter’s 
syndrome who. responded readily to treatment. In 
treating these patients the solution was injected into 
the urethral meatus with a blunt-nosed syringe and 
a penis clamp was then applied for a few minutes. 


The group of patients with inflammation and 
bullous edema of the wall of the bladder and cloudy 
urine had had antibacterial therapy of all kinds 
without benefit. Several had indwelling catheters and 
in those cases the catheter was kept clamped for a 
half hour or more after the cortisone was instilled. 
Whereas with antibacterial therapy the urine of 
patients in this group remained foul, cloudy and 
severely infected, it became grossly clear and free 
of infection in a few days after topical cortisone 
therapy. Upon cystescopic examination it was noted 
that the appearance of the bladder became normal 
in a surprisingly short time. 

909 Hyde Street. 


In Viewing the VA Medical Program .. . 


VA patient load as of a given day 


service connected 


January 31, 1952 


36,699 or 35% 


|non-service connected 70,910 or 65% 


s 
9482 134% 


oma 


~~ 
MA O28 32.04) or 462% 


107,609 or 100% 


While the VA lists its patient load on a given day 
as 35% service-connected, only the long-range view 
of admissions and discharges over a year’s time gives 
a truly accurate picture of the service-connected 
load (only 15.4%). This “‘discrepancy’’ appears 
because the VA‘s listing of 35% on’a daily basis 
is not affected by the yearly turn-over of patients— 
the ratio of VA patients remaining to those treated 
and discharged (1 to 5.1). Over a period of a year, 
84.6% of VA patients are treated for disabilities 
incurred after—and having no relationship to— 
military service. 
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The Diagnostic Problem of Cephalalgia 


PATIENTS WITH A COMPLAINT of headache have been 
the object of considerable interest and concern for 
many years, for although cephalalgia may be a 
symptom of disease such as hypertension, menin- 
gitis or nephritis, in the great majority of cases it 
cannot be related to an organic condition and the 
symptom itself is the problem. After decades of com- 
mon usage, the term migraine now encompasses most 
of this group and the cephalalgia is characterized by 
periodicity with symptom-free intervals. A variety 
of other secondary symptoms may occur, but none 
(except perhaps nausea and vomiting) with signifi- 
cant frequency. 

Many investigators who postulate various causes 
of cephalalgia of the migraine type attempt to apply 
their beliefs to all cases. Wolff?! expressed the be- 
lief that the pain derived from dilatation of the 
branches of the external carotid artery, and he ad- 
vised treatment by psychiatric management with 
symptomatic support. Alvarez? felt that the condi- 
tion is essentially functional and recommended the 
same therapeutic approach. Tice’ attributed the 
condition to stress and adrenal depletion and felt 
that supportive measures and psychotherapy were 
indicated. Horton’ reported upon a kind of cephal- 
algia he considered of a different order in that it 
occurred in brief episodes characterized by hemi- 
crania, unilateral vasodilatation, lacrimation and 
sweating. The episodes could be induced with injec- 
tions of histamine, he said, and effectively treated by 
“histamine desensitization.” Later Horton reported 
upon application of the treatment to a large group 
of persons with periodic cephalalgia and concluded 
that the treatment was neither specific nor curative 
but did have a place among prophylactic measures. 
The actual existence of the kind of headache de- 
scribed by Horton has been questioned,’® and Beck- 
man‘ said that “those who attempt to treat migraine 
through desensitization of the patient to histamine 
do not understand the fundamental principles of 
allergy.” 

Many texts mention a type of cephalalgia that is 
related to muscular strain and imbalance and that 
responds to orthopedic management. Reports of 
clinical observations indicate that there are certain 
cases in which headache is a manifestation of hypo- 
glycemia and in these cases relief is obtained by 
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RALPH BOOKMAN, M.D., Los Angeles 


* Cephalalgia, a common complaint, often pre- 
sents both a diagnostic and a therapeutic prob- 
lem. In a significant number of cases the cause 
may be traced fo allergic sensitivity. "Allergic 
headache” is no different from other allergic 
diseases either as to the factors that produce 
the head pain or as to the specific treatment 
required. Taking a careful history and carrying 
out definitive skin testing may lead to diag- 
nosis in cases that otherwise might be consid- 
ered functional. 


management of the underlying disturbance. In some 
cases migraine is closely related to nasal symptoms 
and the pain may be described as originating in the 
sinuses. It is difficult to establish a clear distinction 
between head pain caused by disease of the sinuses 
and head pain originating outside the sinuses. Cases 
in which there is frontal or maxillary involvement 
with local pain and tenderness fall into the category 
of sinusitis and are most often so treated unless 
other symptoms suggest other relationships. It is 
also rather unsatisfactory to relate acute episodes of 
pain to infection. Alexander! pointed out that often 
infected sinuses cause neither local pain nor head- 
ache. 

Since attempts at classification of cases of peri- 
odic pain in the head seem only to confuse, it would 
seem better, until the subject becomes less benighted, 
to consider the condition as a single entity. 

Although the etiologic possibilities in cephalalgia 
or migraine are many, specific diagnosis often can- 
not be made. Perhaps the most valuable diagnostic 
tool is a careful and detailed history which consid- 
ers every aspect of the symptoms, a thorough analy- 
sis of the periodicity and a determination of various 
precipitating factors. 

In some cases the complaints and the pattern of 
attacks indicate a close relationship to the allergic 
state. The occurrence of migraine due to hypersensi- 
tivity has been known for many years, but it has not 
received the emphasis which its frequency warrants. 
As early as 1883 Strumpell”° referred to migraine as 
“an exudative process comparable to urticaria and 
angioneurotic edema.” Vaughan'® was one of the 
first to report cases of migraine caused by allergic 
reaction. Miller and Raulston'! suggested that mi- 
graine was a manifestation of anaphylaxis and they 
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obtained encouraging results with injections of pep- 
tone. Riley'® made a comprehensive review of re- 
ports on the subject of migraine and was impressed 
by the fact that relatively conservative investigators 
reported allergic factors in a high proportion of 
cases. Ball,* investigating 1,000 cases of allergic dis- 
ease, found notation of migraine in the family his- 
tory in 261 cases. In an analysis of 1,000 cases of 
cephalalgia, Hersh’® noted that 537 patients had a 
diagnosis of rhinitis, and in those cases allergic sen- 
sitivity was the most common causative factor. Ken- 
nedy!® described several cases of severe headache 
which were not only episodic but were accompanied 
by focal neurological signs, giant urticaria and 
angioneurotic edema. Crowe’ reported the case of a 
young man with episodes of hemicrania, drowsiness, 
nausea and vomiting. Such episodes could be pre- 
cipitated by the ingestion of wheat and could be 
arrested by administration of epinephrin. Goltman® 
reported upon a patient in whom severe hemicrania 
could be induced by ingestion of wheat and who 
had an opening in the skull through which the de- 
velopment of cerebral edema during an intentionally 
induced attack could be observed. 


ALLERGENS OTHER THAN FOODS 


Although early investigators considered food as 
the only important allergen in the production of 
migraine, more recent reports show that any anti- 
genic substance may be incriminated. Feathers and 
animal hairs are known to play an important part.® 
Failures with changes in diet led Goltman® to desen- 
sitize patients to pollens and environmental factors, 
with good results. A case in which migraine was 
precipitated by an injection of pollen extract was 
noted by Cooke.® Ogden’® tested and treated patients 
with a potent extract of house dust with excellent 
results. He, too, observed that an overdose of the 
antigen used in treatment could precipitate an attack 
of migraine. * 

In an investigation of the allergic factor in mi- 
graine, the author made a study of 90 consecutive 
cases, observed in private practice, in which the 
patients had problems of cephalalgia. (Not included 
were patients seen in consultation and advised that 
the cause of their headache was other than allergic.) 
Headache was the major symptom in all instances. 
The location of the pain and the descriptions of the 
nature of the pain varied widely; there appeared to 
be no significant incidence of particular site or spe- 
cific kind. Unvarying hemicrania was present in only 
15 cases. Thirty-one of the patients were males and 
59 females. The age range was from 4 to 60 years but 
the majority were between 30 and 50 years of age 
when first observed. It was difficult to determine 
precisely the age of onset but it seemed that the 
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headaches began most often at the end of the second 
decade and the beginning of the third decade of life. 
Other forms of allergic disease were noted in 67 of 
90 patients. Included were rhinitis, asthma, colitis 
and allergic dermatosis. In 57 cases there was a 
family history of allergic disease, including mi- 
graine. In seven cases the family history of allergic 
disease was of migraine alone. 

Nausea and vomiting, which were complained of 
by 41 patients, were the most common of the asso- 
ciated symptoms. Twenty-three patients observed 
nasal blockage as directly related, although this by 
no means indicated that the pain was localized in a 
sinus. Twelve complained of photophobia, ten of 
vertigo and thirteen of scotomata, while only three 
noted the occurrence of a visual aura preceding the 
attack. Only one patient observed unilateral flush 
and sweating as in the condition described by 
Horton. Clinical relationship of specific excitants to 
cephalalgia was noted in 12 of the 90 cases reviewed 
and in nine cases a specific food was identified as the 
excitant. In nine other cases the pain in the head 
was either entirely seasonal in type or of perennial 
type with seasonal exacerbation. Complete skin test- 
ing was done in 80 cases, and in the ten cases in 
which it was not it was so obvious that the allergenic 
agent was an inhalant that only pollens and environ- 
mental materials were investigated. Of the 80 com- 
pletely tested, none had reaction to foods alone and 
in none was there more intense reaction to a food 
than to an inhalant. Only 40 of the completely tested 
patients had any reaction to foods. Forty reacted 
only to inhalants. Many of the patients mentioned 
symptoms of allergic import in connection with the 
principal complaint of cephalalgia. Seasonal factors 
were implicated as often as foods, and the results of 
skin testing also seemed to indicate that allergens 
other than foods are important factors in the allergic 
type of cephalalgia. 

The frequency with which allergic sensitivities 
were associated with cephalalgia and the rather high 
incidence of allergic disease in the family history 
of patients with principal complaint of pain in the 
head supports the observation that allergic sensitiv- 
ity is a factor in some cases of cephalalgia. 

672 South Westlake Avenue. 
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In Viewing the VA Medical Program . . . 





VA patients discharged during 1951 
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Of 511,895 patients discharged from VA 
hospitals in 1951, only 15.4% were treated 
for illnesses or injuries incurred as a result 
of military service. Physicians believe it is 
unsound to continue authorization of ‘free’ 
lifetime medical care for those who suffer 
no mishap while in uniform, while other 
citizens with no military background must 


pay their own way. 
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Should You Form a Group ? 


CHESTER PORTERFIELD, GEOFFREY MARKS, 
and BARTON EDGERS, Seattle 


SHOULD YOU FORM A GROUP? “Probably not,” we 
should say, on the basis of the accumulated experi- 
ence of medical men in partnerships and groups. 
Since there have always been more failures than 
successes among such ventures, it would be unfair 
not to make this initial warning. Actually, however, 
there is no general answer to this question, for it 
infers a number of more specific questions, the an- 
swer to each being critical in determining success or 
failure. 


The major questions (or tests to be met in form- 
ing a group) are the following: How should you 
organize a group? Which kind of group should you 
form? With whom should you form a group? How 
should you finance a group? Where should you form 
a group? How can you perpetuate a group? 

We can undertake herein merely to highlight a 
few of the most important points involved in each 
question and to cite some cases that give especially 
clear-cut demonstrations of the basic principles. 
First, however, must be stated a workable definition 
of a group. Dickinson, in his economic and statistical 
studies for the American Medical Association, con- 
sidered a group to be any partnership or association 
of three or more physicians whose practices employ 
common administrative facilities. These groups were 
subclassified into general groups and _ specialist 
groups, the one made up entirely of general prac- 
titioners, and the other of physicians either in the 
same or in related specialty fields. Dickinson also 
recognized mixed groups in which there are both 
general and specialized practitioners. However, this 
division by type of practice is too general to help 
greatly in analysis. Therefore, we will consider in 
addition to the above, two main lines of functional 
classification. These are the independent and the 
integrated group. 

In the independent group, each member exclu- 
sively serves his own clientele, with the group’s or- 
ganization exclusively on the “housekeeping” level. 
Its advantages over solo practice are those of com- 
bined purchasing power for facilities, staff and serv- 
ices; it satisfies the gregarious instinct while pre- 
serving the practitioner’s feeling of sole proprietor- 
ship in his practice. 


From Porterfield—Marks, Management Counsel. Northwest affilia- 
ates: Black & Skaggs Associates, Inc., 622 Fourth and Pike Building, 
Seattle 1, Washington. 
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¢ In this discussion, greatest emphasis has been 
placed upon the personal factors involved, 
rather than upon the mechanical aspects of cre- 
ating and maintaining a group, since it is the 
personal factors, the authors say, that are the 
most often overlooked. 


In the integrated group, all patients are consid- 
ered and treated as patients of the group, rather 
than of the individual members thereof. In both 
general and specialist groups, the common factor is 
the merging of services by individual physicians to 
the greater advantage of their patients than is pos- 
sible through their separate efforts. Where members 
are all general practitioners or pursuing a single spe- 
cialty (an additional cross-classification, the homo- 
geneous group) this takes the form of interchange- 
able handling and service for all the patients, on the 
basis of providing them greater protection. Where 
the physicians follow related specialties (another 
cross-classification, the heterogeneous group) this 
takes the form of diagnostic-therapy clinics, of which 
most large groups are examples. _ 

We will thus consider four significant functional 
classifications—independent-homogeneous, indepen- 
dent-heterogeneous, integrated-homogeneous, and 
integrated-heterogeneous, as we look for answers to 
our six key questions. 


1. How should you organize a group? 


The various legal instruments available include 
the partnership, the joint venture (or limited part- 
nership), and the association or corporation. The 
independent group, where each maintains his own 
practice, may well be effectively set up through a 
joint venture or corporation, the instrument of or- 
ganization serving primarily as a housekeeping 
agency, thus limiting the professional and financial 
liability of each member to his own actions and the 
amount of his investment. 

The integrated group, with each member accept- 
ing his share of the professional liability of all the 
members, usually takes the form of the true partner- 
ship. Here each member acknowledges responsibility 
for the actions of all his partners, and for their finan- 
cial involvements as well. While this is only proper 
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from the professional viewpoint, it can cause serious 
difficulties when members’ financial interests are thus 
interrelated, especially if one or several of them are 
engaged in extensive outside activities. 

The use of the “partnership entity” theory in large 
groups has advantages in assuring the continuity 
of the organization and to some extent limiting the 
financial liability of each member, and in avoiding 
the necessity of reforming the partnership with each 
change in membership. With very large groups a 
corporation can be a most convenient device for 
holding the physical assets, since the ownership of 
its shares can generally be more easily transferred 
than a partnership interest in such assets (especially 
where the wives of partners are involved through 
community-property law). 

The choice of any particular form of organization, 
or combination of the above, must depend on the 
basic needs and goals of the group’s members, and 
generally the simplest legal framework that will meet 
these needs is the best. At the same time, the legal 
implications of the structure selected must be fully 
understood; otherwise trouble is almost a certainty. 
When tax questions are involved, both written agree- 
ments and actions of the group become subject to 
scrutiny, and courts often accept whichever inter- 
pretation creates the heavier tax liability. 

Considering the general partnership as the cus- 
tomary basis of a group, its organizers should for- 
mulate an agreement which states and protects their 
mutual desires and purposes. All major eventualities 
must be provided for by statements of general intent 
and definition along the following outline: (a) pur- 
pose and duration; (b) duties and responsibilities; 
(c) ownership of assets; (d) definition of income; 
(e) definition of expense; (f) division of net in- 
come; (g) status and rights during partial or total 
disability or military service; (h) termination— 
voluntary, disability, military service, retirement or 
death; (i) termination rights and mechanisms; (j) 
admission of new partners; (k) arbitration medium 
and agency; and (1) special provisions, including 
rights to disburse funds, to undertake personal or 
third-party obligations, and the like. 

The use of such a check-list of subjects to be cov- 
ered is essential in assuring that no important area 
of intention is overlooked. By themselves, these points 
merely provide an outline or a guide to be used in 
reaching a sound initial understanding, particularly 
on matters involving death or future disagreement. 
They are certainly no substitute for the function of 
legal counsel in stating these intentions in proper 
terms, but their application, in the hands of advisors 
experienced in medical administrative problems, is 
essential to a sound beginning. Once put into opera- 
tion, the agreement must be observed sincerely, and 
where changing circumstances require a different 
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course of action, it should be provided for by amend. 
ment or addition to the agreement itself. 

In addition to the legal aspects of forming a 
group, there must also be considered the operative 
organization. The approach chosen depends in part 
upon the size of the group and the degree of admin- 
istrative complexity, in part upon the desire of the 
group members to concern themselves with such 
matters, and in part upon seniority. 

In small groups, each member may satisfactorily 
be assigned a certain area of responsibility, prefer- 
ably one in which he shows a particular interest and 
ability. This is especially important in directing the 
staff, where there must be a recognized chain of re- 
sponsibility and authority. Other functions, such as 
financial supervision, building and equipment plan- 
ning, and coordinating the purchase of supplies, 
should be similarly assigned, either on a permanent 
or rotating basis. 

In groups where one man is much the senior in 
status or reputation, he is too often found to be act- 
ing not only in all these capacities, but also to be 
directing policy and making decisions without re- 
gard for the wishes or suggestions of his colleagues. 
While such a man should exercise a powerful influ- 
ence, he may well destroy the future strength of the 
group by his one-man rule, since his associates will 
have had no chance to gain experience through the 
sharing of responsibility. 

When should a group employ a “layman” spe- 
cialist business manager? Among larger groups, the 
size of the staff and the complexity of organization 
require far more time, attention and administrative 
training than can be provided by members of the 
groups without seriously hampering their profes- 
sional functions, and the business manager is an 
essential. However, the business manager cannot 
operate effectively unless the members of the group 
are willing to give up certain areas of their own 
authority to a “layman” management specialist 
whose qualifications command a salary that will 
enforce his status. 

Up to around fourteen members, a group can 
theoretically meet effectively in working out policy 
decisions and operating procedures, with all mem- 
bers participating. Beyond that number, they should 
recognize that the “committee of the whole” becomes 
ineffective, and organize themselves in departmental 
units for the primary stages of determining policy, 
with operating committees cutting across depart- 
mental lines to direct the detailed formulation and 
application of procedures. These committees must 
work closely with the business manager in setting up 


_major programs for the decision of the entire group, 


then must approve the specific programs developed 
by the manager, and provide general supervision of 
his application of these programs. Whatever the size 
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of the group, however simple or elaborate its organi- 
zation, above everything, all its members must meet 
together conscientiously and regularly. 


2. Which kind of group should you form? 


(a) Homogeneous? General practice lends itself 
most readily to the homogeneous group, together 
with those specialties where the need for availability 
to patients closely approaches general practice— 
obstetrics being probably the most readily apparent 
example. The main limitation is to the number of 
men who can form an effective team; beyond three 
or four (the optimum group if all are serving the 
same set of patients) the organization tends to break 
down into sub-groups or essentially individual prac- 
tices. The combined factors of population-physician 
density and market area are important in forming 
any group, and particularly the homogeneous spe- 
cialty group. While homogeneous general-practice 
groups are probably needed in many small- and 
medium-sized communities, most classes of special- 
ists can find little justification for such organization 
except in the larger metropolitan centers or where a 
large market area is extremely under-supplied in 
their particular specialty. 


(b) Heterogeneous? The field for the hetero- 
geneous group is obviously much broader than for 
the homogeneous; as to size, the deciding factor, 
aside from chance elements such as attrition, is 
usually that of how complete a service is justified by 
these same population factors. Basically, the hetero- 
geneous group becomes practicable at around 
50,000 market-area population, provided there is 
not already operative an adequate number and bal- 
anced ratio of general and specialized practitioners 
in that area. 

Naturally, these are generalizations, to be consid- 
ered not as limiting rules, but as probable influences 
on the success of a particular group project. The 
“better mouse-trap” principle applies so strongly in 
the service professions such as medicine that out- 
standingly successful groups have flourished and will 
undoubtedly continue to do so where these criteria 
might have predicted failure. 


(c) Independent? The basic reason for forming 
an independent group, in which each physician 
pursues his own practice and there is a minimal 
interchange of patients, is to permit the members to 
share the use of more equipment, services and facili- 
ties than they could afford or use efficiently as indi- 
viduals. Additional motives include investment in 
building and land, the convenience of vacation cov- 
erage, and the availability of informal consultation. 

Only if there is a recognized shortage of such 
facilities in the community as the group might jointly 
afford does there appear real justification for the 
independent group. The other motives cited are not 


VOL. 80, NO. 5 + MAY 1954 


in themselves adequate. The commonest causes of 
failure of independent groups of general practition- 
ers stem from differences in personality and ap- 
proach among the members. Among specialists, the 
independent group usually carries the onus of inte- 
grated operation (at least in the eyes of outsiders) 
without the organization which would give it the 
advantages of true integration both in financial re- 
turn and in more satisfactory relations with patients. 


(d) Integrated? We consider this approach to be 
the best for meeting today’s medical needs—when 
such needs can be met through group practice. What- 
ever the specialties or other conditions, men going 
into such a group must accept the basic surrender 
of their exclusive rights to “their” patients, and ac- 
cept the responsibility for each other’s actions as 
well. 


In a homogeneous group, this amounts to inter- 
changeability of practitioners; each patient is cus- 
tomarily seen in rotation by each of the members, in 
order that no emergency will find that patient with- 
out the best possible care. This approach is probably 
most feasible in general practice, and in such spe- 
cialties as obstetrics and pediatrics; beyond the 
three-member basic group it is not too practical 
unless the members are divided into teams for the 
handling of assigned patients. 


In a heterogeneous group, integration implies the 
establishment of a sequential approach to new pa- 
tients, based on a group nucleus of an internist-sur- 
geon team. The minimum membership is logically 
two internists (each with some sub-specialization 
within his field) and two general surgeons. This will 
permit sufficient flexibility in consultation and surgi- 
cal assistance in most instances, and protects the 
group from the probable dissolution which would 
result from the loss of its only internist or surgeon. 


Beyond this nucleus logical expansion is most 
feasible through adding men in such “mixed” medi- 
cal-surgical specialties as obstetrics-gynecology and 
urology, with the more restricted specialties being 
added as required. As the group expands, additional 
internists are needed to preserve the basic balance; 
however, other specialties, such as obstetrics-gyne- 
cology, create new points of influx whereby patients 
enter the group, through direct referrals by patients 
of the specialists. While it would be injudicious to 
attempt forcing each new obstetrical patient through 
the normal chain of referral, the obstetrician must 
at least make his new patients aware of the group’s 
total approach, so that they may be directed to the 
internist for future non-obstetrical services. 

Unless all patients, whatever their point of entry 
into the group, understand this basic approach, their 
efforts at choosing their own specialist — which 
essentially means self-diagnosis — will lead them 
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through an irritating and expensive search for the 
answer to their health problems. Unfortunately, the 
tendency among patients is to resent the “diagnostic 
run-around” they experience when this happens, and 
to lay the blame upon the group. From misunder- 
standings of this kind arise the major patient-rela- 
tions and administrative frictions which endanger 
the success of the integrated group and which the 
members must most rigorously avoid. 


3. With whom should you form a group? 


Assuming that a physician’s professional qualifi- 
cations are adequate, the major question to be deter- 
mined is one of personality—the extent to which he 
is able to work harmoniously with the other mem- 
bers. In the independent group, this becomes a mat- 
ter of his general compatibility, the characteristics 
one would seek in a good neighbor. In the integrated 
group, the question is much more intricate, since 
each member must sacrifice both his independence 
and his exclusive right in “his” patients. While most 
physicians will acknowledge the advantages of inter- 
changeability and shared responsibilities in treating 
patients, they often act quite differently when faced 
with the reality of their own powerful emotional at- 
tachment to those patients. They may even be un- 
able to break the ties, which are the stronger for 
being hidden well below the conscious level. 

How can this emotional characteristic of physi- 
cians be prevented from blocking the functioning of 
an integrated group? The strength of the attachment 
can usually be tested during a relatively short period 
of observation under the stresses of dealing with 
patients on a mutual basis—a paramount justifica- 
tion for requiring a trial association period either in 
forming a new group or taking a new member into 
an established group. Fortunately, through patient 
and persistent guidance, most physicians can be 
brought to modify these feelings toward patients, and 
to achieve a genuine acceptance of the shared rela- 
tionship within the group; those who cannot should 
not attempt to remain in group practice. 


Since the interpersonal relationships within a 
group are important, the role played by the doctor’s 
wife is also important. Wives have frequently been 
blamed (sometimes with cause) for breaking up 
groups and partnerships. Whatever the reasons given, 
the most frequent cause is jealousy—usually based on 
the husband’s status in, and income from, the group. 
It is therefore important to give a prospective mem- 
ber’s wife ample opportunity not only to find out 
in advance whether she likes the community and all 
of its living, school and social facilities, but to 
understand precisely what the group is offering her 
husband in future prospects as well as present in- 
come and obligations. Straightforward and realistic 
discussion is essential to avoid building up false 
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hopes and premature expectations, and especially to 
avoid the wifely “protective anxiety” which ex- 
presses itself as nagging and can turn a young phy- 
sician against his associates. 

Nor can the wife’s importance when her husband 
dies or retires be ignored, even at the earlier time 
when he joins the group. The emphasis herein on 
setting up a reasonable procedure for liquidating 
a partner’s interest within the partnership agreement 
is primarily dictated by consideration of the impor- 
tance of a wife’s position. A wife must know what 
will be done to protect her as well as the group 
should her husband die. The pleasant congenial wife 
who becomes the grasping, demanding widow must 
be prevented from destroying the partnership 
through her demands for immediate liquidation. 
This is an unpleasant eventuality to consider, but it 
must be guarded against. 


4. How should you finance a group? 


Undoubtedly this question is the first one of 
interest to physicians approaching the question of 
forming a group, and the one to which they are gen- 
erally most impatient to have an answer. It is also 
the most difficult to outline in general terms since any 
answer given must be related to the specific factors 
involved in the given situation, and each factor inter- 
acts with all the others. , 

If there are existing adequate office facilities 
which can be adapted for the use of the group, per- 
haps through expansion of offices currently in use by 
one or more of the prospective members, then the 
immediate housing problem is not serious. The ques- 
tion is one of exercising ingenuity in modifying and 
adapting those facilities at moderate cost. However, 
if the space available is in a medical office building 
or center that is already occupied by a number of 
other physicians, the savings achieved in construc- 
tion cost may be outweighed by the disadvantages in 
attempting to establish the new organization in the 
face of strong competition and sometimes direct an- 
tagonism. In circumstances where such antagonism 
is not likely to develop, we are inclined to suggest 
that a new group “start small,” and that it limit its 
initial financial obligations through renting such 
space during the period it is testing out the ability 
of its nucleus of members to work well together. 

The second stage for such a group, and the first 
stage where existing facilities cannot be used, is 
generally the planning and construction of the 
group’s own building. Here, to reduce the initial in- 
vestment required, the members and their architect 
should plan for the future growth of the group to the 
size desired by adopting a design which permits 
building additional units as they are required. This 
demands a well-thought-out program, and a clear 
statement of the eventual goal to permit the architect 
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to work effectively. (In our experience, where such 
projects have not finally met the needs of the en- 
larged group, it has been because the architect was 
not permitted to develop his ideas upon any needs 
beyond those of the immediate present.) Too many 
groups now find themselves hampered by the results 
of well-intentioned but short-sighted building pro- 
grams, forcing them to operate in quarters both in- 
efficient and inconvenient. 

The financial requirements of this stage are rela- 
tively large so far as the purchase of land and the 
cost of the architect’s plans are concerned, since they 
must obviously be adequate for the future. But the 
cost of building and equipment, the major factor, is 
minimized to current needs, and the dangerous in- 
clination to bring in new men without the most 
careful consideration, in order to fill the space, is 
averted. 

The amount of capital necessary to approach the 
first building stage again depends upon circum- 
stances. Even before this, the members of the group 
must determine their basic office operating over- 
head, estimate conservatively what portion of it can 
be met initially from the existing practices (if any) 
and allocate sufficient funds to meet that overhead for 
at least three months and preferably for six. (They 
must also remember to allow for their own personal 
and living expenses during the first six months.) 
The remaining capital available can then be applied 
to the purchase of land, the construction of the 
building, and the purchase of equipment. It would 
be ideal if the members of the new group could to- 
gether meet this entire initial cost in cash—but we 
seldom find such an ideal, particularly among young 
physicians. If the group can mobilize around 50 per 
cent of the capital required, the remainder probably 
can be borrowed at low interest and on a long-term 
basis from one of the major life insurance com- 
panies that are investing in many such professional 
building projects. The smaller the proportion of the 
required capital the group can put up, the higher 
will become the interest rates they must pay and the 
shorter the term of repayment demanded. 

It quite often happens that one member of a group 
already owns an office building or other complete 
facilities, or is able to supply most of the necessary 
capital initially required. If he owns the facilities, it 
is usually safer, in the early stages of forming the 
group, for the group to pay him rental for the use 
of his space and equipment on a basis sufficient to 
cover its depreciation and carrying charges, with an 
option to purchase and take over title at the book 
value when there is a reasonable assurance of the 
group’s future. The other members then contract by 
personal notes drawn to him to pay him their indi- 
vidual shares or they borrow the money elsewhere 
on commercial loans and pay the original owner in 


VOL. 80, NO. 5 + MAY 1954 


a lump sum. The end result should be (if the group 
is to operate on a basis of equality in decision) that 
each member owns and shares equally in its assets. 

Sometimes, for purposes of financial stability, 
convenience of admitting new members at a later 
date, or limiting individual liability, the members of 
a group will set up an association, a joint venture, 
or a corporation (profit or non-profit) to act as their 
“housekeeping” instrument, with their operating 
partnership paying a rental sufficient to cover all 
operating costs and carrying charges, or with the 
individual physicians nominally acting as employees 
of the association. No general recommendations can 
be made as to any of these particular courses of 
action, since their advantages and disadvantages to 
each individual group must be weighed not only in 
the light of the immediate financial problems but of 
that group’s long-range goals and intentions, and of 
the restrictions and limitations placed upon each in- 
strument by federal and state laws, including present 
and anticipated tax programs. No group should pro- 
ceed without a full exploration of the facts and future 
probabilities by the management, tax, and legal 
counsel of the group, working together. Many are 
the disappointments and losses suffered by physi- 
cians through the dissolution of groups and through 
unintended financial and tax obligations. Some of 
the largest and most prominent groups in the coun- 
try have suffered severely as the result of the ten- 
dency of physicians to forget that they are laymen 
in this field. 


5. Where should you form a group? 


Any new group of physicians should meet a real 
need of the particular community which the mem- 
bers have chosen. It can either be a basic need for 
medical care arising from an inadequate number of 
physicians in that area, or the supplying of a higher 
level of specialized service than is already available 
in the community. Fully as important as the present 
physician-population ratio and characteristics of the 
community are the growth trends which appear to be 
in operation. These include not only the obvious 
questions of organized developments (housing, shop- 
ping centers, etc.) and transportation facilities, but 
the age level, racial composition, and income sources 
of the present population and their probable future 
direction. Much of this information may be obtained 
from local civic groups, from the medical societies, 
and from population studies by various government 
agencies.” 

Finally, the community should provide social, 
cultural and educational satisfactions for the physi- 

*By the time this reaches publication, the monumental study of 
physician distribution directed Dr. Frank G. Kickinson should be 
available to interested readers. is study, published as Bulletin 94 
and 94A of the Bureau of Medical Economic Research, American 


Medical Association, will provide a detailed analysis of the physician- 
population ratio in every medical trading area in the United States. 
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cian and his family. Here again, the physician’s wife 
and children must be considered, and the wife 
brought into the investigation so that she may share 
in the decision which will greatly affect her future 
happiness. 


6. How can you perpetuate a group? 


A related question might be, Why should you per- 
petuate a group? Among the most frequent and valid 
motives for perpetuation are the following: Main- 
taining medical service to the community; “immor- 
talizing” the founder’s special skills by his disci- 
ples and successors; providing for the retirement 
estate. 

In maintaining medical service of high quality, 
the first requirement is the creation of a sympathetic 
group personality, so that the loyal patient following 
may remain with the group as its older members 
retire. The senior men usually have been most suc- 
cessful in building patient loyalty, as through the 
years experience has taught them effective ways of 
making patients understand and appreciate their 
personal interest. They must, then, in bringing new 
members into the group, find some means of endow- 
ing them with this human wisdom so that loyal pa- 
tients will continue to receive the sympathetic serv- 
ice which will help to retain them for the group. 

The first mistake to avoid in bringing new mem- 
bers into an established group (to begin as junior 
associates) is to wait too long before beginning an 
active program of recruiting. For example, suppose 
the senior internist in a group suddenly becomes 
aware at age 60 or 65 that he should begin turning 
over some of his work to a younger man, and brings 
into the group as his junior a recently certified 
internist, aged 30. Their methods are different, their 
approach is different, they can hardly even be said 
to speak the same language. The younger man’s 
recent intensive technical training and often exclu- 
sively institutional background make it even more 
certain that the two will find little in common. The 
senior is seemingly out of date in his medicine; per- 
haps he has discarded and forgotten much of the 
technical and theoretical knowledge which his junior 
has but recently learned. Even more important, the 
senior has developed his practical techniques of 
human relations over so long a period of experiment 
and adaptation that he cannot recognize there was a 
time when he didn’t know them, and so he cannot 
understand his junior’s real difficulties in dealing 
with patients as people. 


New associates should be brought into a group 
and their orientation begun before the senior men 
have passed the age of 50, so that the transfer of 
the heavy work load can begin around the time 
when most physicians are at the peak of their capa- 
city, and so that the age-background differential is 
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not too great to permit an effective teacher-student 
relationship. In his indoctrination, the senior must 
not only recognize the differences in knowledge and 
experience, but accept his duty actively to overcome 
them. 

Thus, in a properly maintained sequence of group 
membership, as the original senior member ap- 
proaches retirement age, his junior will be at peak 
capacity and will be starting the indoctrination of a 
third man of similar age differential. It is recog- 
nized, of course, that the difficulties now being ex- 
perienced by many established groups in main- 
taining this membership cycle have been the unfor- 
tunate results of their inability, owing to the de- 
mands of military service and other attrition, to 
bring in and keep with the group those younger men 
they have known they needed. In such instances, as 
younger men who have completed their military 
service now become available, the seniors find them- 
selves in the difficult position of the senior internist 
described above. While the situation is far from 
ideal, it can be surmounted and the continuity of 
the group preserved if both seniors and juniors will 
frankly recognize the problems presented, and make 
it their mutual aim to solve them. Such a frank and 
realistic approach will go a long way toward avoid- 
ing the frictions and misunderstandings which would 
otherwise develop. , 

Personal pride in the founding of a group and in 
the “immortalizing” of the founder’s name can often 
lead a senior man into an extreme insistence upon 
continuing his activity long after he has in reality 
ceased effective practice. This may become a highly 
discouraging deterrent upon the younger men in the 
group. Yet, as a personal symbol, he may at the same 
time provide a strongly humanizing factor in the 
eyes of patients, who gain in assurance and confi- 
dence from the comforting thought that the well- 
loved “old doctor” is still there to watch over his 
successors. We have seen many groups where the 
use of the founder’s name and his occasional appear- 
ances after his retirement have proved extremely 
helpful; at the same time we have seen that the 
founder of a group can best serve his own goals (of 
investment as well as pride) by building an active 
organization which can operate well without him. 

Where the founder of a group has built it to suc- 
cess through his own outstanding innovations in his 
field, and is recognized as a creative pioneer through 
his development of special skills and techniques or 
the establishment and application of superior new 
methods of therapy, he has more than personal justi- 
fication in desiring to perpetuate his work. In part, 
his responsibility to medicine as a whole is fulfilled 
by his selecting and training worthy associates to 
carry on his work within his group, a similar but 
more intensive process than the customary indoc- 
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trination of associates. In the larger sense, he must 
augment this personal program by accepting a 
zreater number of associates than are necessary for 
his own group’s needs, with the expectation that most 
of them should and will leave the group to practice 
elsewhere, thus to aid in the greater dissemination 
and availability of his paramount skills. 

A strong factor in persuading men to form and 
join groups has always been the promise they make 
possible of building up tangible asset values that can 
readily be realized in cash upon their retirement, or 
paid to their heirs upon their death. This contrasts 
strongly with the individual practice, whose “good- 
will” or intangible value evaporates almost immedi- 
ately upon the retirement or death of the physician, 
whose accounts receivable from patients become dif- 
ficult or often impossible to collect, and whose facili- 
ties and equipment seldom bring more than a “sec- 
ond-hand” price. Membership in a group is thus 
often referred to as a “physician’s social security” 
and it is important in developing the program for 
perpetuating the group that this goal be kept always 
in mind. 

Two particular points must be considered, both in 
formulating the original group agreement and in its 
application as new members are invited into associa- 
tion. The first is that the terms on which the new 
physician may buy his share of the group’s assets 
(after the customary trial association period) must 
not be made too stringent; most young physicians 
at that particular stage in their careers are in the 
throes of establishing themselves and their families 
on a proper living scale, and a schedule that crowds 
payments to the group into too brief a period may 
not only demand considerable sacrifices (extending 
the penury of internship and residency) but might 
also appear so discouraging as to outweigh the re- 
mote future returns on their investment. Important 
in this respect is the method of valuation set up for 
the group’s assets to determine the amount of invest- 
ment required. Customarily the most generally equi- 
table basis for all parties concerned is the applica- 
tion of the book (or depreciated) value of assets to 
determining exact amount of the share to be pur- 
chased, with the occasional exception of using an 
appraised value in instances where, owing to inten- 
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sive maintenance and only minor obsolescence, a 
large proportion of the original valuation has been 
preserved. 

The second point of importance in making the 
group an effective investment for its members is that 
the method by which the shares of senior men will 
be paid out to them upon retirement, or to their 
estates at death, must be established well in advance, 
together with an exact procedure for determining 
the dollar value of those shares. The double goal is 
to provide them a continuing income over a number 
of years, and at the same time to avert an excessive 
immediate demand upon the resources of the re- 
maining partners. A reasonable program for such 
payments must be set up in the initial group agree- 
ment, subject to modification as conditions change 
over the years, but still meeting these two require- 
ments, 

Further assurances to perpetuating the group can 
be provided by specific retirement provisions, which 
will also allow for optional retirement before a com- 
pulsory retirement age. This is indeed a delicate sub- 
ject to introduce into an existing group of long 
standing, and in such instances practicality and 
efficiency may have to be sacrificed to some degree. 
Few senior men will face directly the question 
whether they are making as effective use of the 
facilities they are occupying and the overhead they 
are incurring as a younger member might, and this 
attitude often prevents groups from bringing in new 
men at a time when they are most needed. The estab- 
lishment of an emeritus status for such senior men 
has been found helpful by a number of groups, and 
this approach also helps extend the value of their 
reputations beyond the date of actual retirement. 

For a new group, the problems of establishing and 
building up the group quite naturally loom much 
larger in the members’ minds than its continuation 
at the eventual date of their retirement. With all the 
external factors which could affect or alter their 
plans, why should they attempt to project them so 
far into the future? The answer is that only by such 
advance development of their intentions will they 
assure themselves of not losing sight of their long- 
range goals, and be able to direct their policies con- 
structively toward them. 





Physicians in Major Disaster 


PLANNING DONE NOW on civil defense programs and 
procedures can greatly reduce the effects of any 
major disaster that might result from enemy attack 
or from fires, earthquakes, tornadoes or floods. 
Should disaster come, the success of the Medical 
and Health Division of California Civil Defense 
would depend upon the preparedness and participa- 
tion of all medically trained persons and of the exist- 
ing medical and hospital organizations. Every phy- 
sician and hospital in this state would be affected by 
a major attack. Unless planning is done now to make 
the best possible use of them, there will not be a suffi- 
cient number of professional people or of hospital 
beds to meet the needs that would come from such 
a disaster. An organization and a clear understand- 
ing of what is expected of each physician are es- 
sential. 

During the first few hours the greatest need for 
physicians and nurses would be in first-aid stations. 
The successful operation of first-aid stations, located 
near the periphery of the disaster, would depend 
upon the ability of the workers to face such a devas- 
tation calmly and with sound judgment. Physicians 
probably would have to deal with surgical, medical, 
obstetrical and psychological problems to the best 
of their abilities regardless of their specialties. 

First, a quick survey of the situation would have 
to be made, as the nature of treatment would be in- 
fluenced of course by the number of casualties and 
the available resources in both personnel and sup- 
plies. Consideration would have to be given to many 
variable factors, among them the availability of suit- 
able accommodations for less severely injured per- 
sons at Welfare and Mass Care Centers; fire hazards 
necessitating relocation of first-aid stations; long 
delays in transportation facilities for movement to 
hospitals. Radioactive contamination, water short- 
age and heat and light failures might also present 
serious problems. 


MEDICAL SUPPLIES 


Supplies for the Civil Defense first-aid stations 
include surgical instruments sufficient for major 
operation, dressings, plasma and plasma substitutes, 
antibiotics and other necessary drugs. These sup- 
plies have already been packaged and shipped to the 
various regions and areas. They are to be stored in 
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or near the assembly point of each first-aid station. 
The weight of the supplies for each first-aid station 
is approximately 3,000 pounds and will require 500 
to 600 cubic feet of space for storage. All the medi- 
cal supplies and equipment are packed for long term 
storage so that they will be serviceable whenever 
needed. Arrangements have been made to rotate the 
stocks of antibiotics so that supplies are always 
fresh. (Tetanus antitoxin has not been stockpiled, 
as the rotation of this serum would be difficult and 
the amount available is limited. ) 

The equipment also includes first-aid man-portable 
kits for roving first-aid men in the field. 

The Federal Civil Defense has in storage in Cali- 
fornia a large amount of supplies for hospitals and 
back-up supplies for the various medical activities. 
Morphine is not being stored locally but will be 
made available through the Federal Bureau of Nar- 
cotics when needed in a major disaster. During the 
first few hours of a disaster the Civil Défense pro- 
gram will depend upon the normal supply of mor- 
phine available in doctors’ offices, drug stores and 
drug supply houses. 

Blood collecting bottles and donor and recipient 
sets have been stored throughout the state through 
arrangement with the local blood banks and other 
agencies, 

Besides the supplies being stored near the assem- 
bly points for the first-aid stations, reserve supplies 
are being stored outside of the target areas. 


INSULIN AND DIABETES 


In Civil Defense planning some thought must be 
given to the care of diabetic persons. The committee 
of the American Diabetic Association, Inc., on Emer- 
gency Medical Care of Diabetics estimates that 1 per 
cent of the population is made up of persons known 
to have the disease and another 1 per cent of persons 
who have it but do not know it. 

All persons known to have diabetes should be 
supplied with a diabetic identification card showing 
the name, address, units of insulin and the amount 
of carbohydrates, fats and proteins taken daily and 
the name of the attending physician. First-aid sta- 
tions should be supplied with insulin from local 
sources for the emergency care of persons with 
diabetes. It is not the intention of the state to stock 
insulin. It is estimated that there is a two-year sup- 
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ply of insulin available in the United States stored 
in retail and wholesale drug warehouses, and an esti- 
mated 15- to 30-days’ supply in the hands of known 
diabetics. 

The Welfare and Evacuation Service should have 
trained dietitians to prepare the food for the dia- 
betic persons being cared for in the mass care centers, 
and since there are not enough professional dieti- 
tians available to meet even minimum requirements, 
it is suggested that young women who are interested 
in dietetics, or who are diabetics themselves, might 
be trained and enrolled for this service. It would be 
desirable for them also to know how to examine 
urine and how to administer insulin. 


PHYSICIANS’ RESPONSIBILITY 


Due to the limited time that physicians can de- 
vote to the organization and training of the medical 
units, an interested non-medical man or woman 
should be selected as executive officer. He would be 
responsible for organizing the unit and assisting in 
carrying out the training program. The physician in 
charge should meet with the group occasionally and 
become familiar with the duties of the various per- 
sonnel in his unit. 


RADIATION DEFENSE AND DECONTAMINATION SERVICE 


Each first-aid station will train a team for the 
decontamination center to be established near the 
first-aid station. This center will be equipped to de- 
contaminate radiation or chemical warfare cas- 
ualties. 

There is a definite danger of first-aid stations and 
hospitals becoming contaminated and possibly hav- 
ing to be abandoned unless proper preventive steps 
are taken. 

It is expected that in event of a major atomic dis- 
aster all casualties would go through the first-aid sta- 
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tions where those exposed to radiation would be 
decontaminated, but it is probable that in the con- 
fusion many casualties would get to hospitals with- 
out going through the first-aid stations. Should ra- 
diation-contaminated persons be admitted without 
detection of the contamination, and should their 
clothing and other articles be kept in the hospital, 
the accumulated effect may be so great that the hos- 
pital might have to be abandoned and the services 
of some of the hospital personnel lost. 

The Division of Radiological Defense will provide 
monitoring service for the first-aid stations but will 
not have sufficient radiation detection instruments 
for the hospitals. The Radiological Division is will- 
ing to train hospital personnel for this duty. It has 
been suggested that the hospital x-ray technicians 
would be the logical persons to receive this training. 
Each hospital should purchase one or two radiation 
detection instruments for its own use. 

All professional people should be assigned to ap- 
propriate civil defense units and be familiar with 
the organization and operation of their units. 

The following is a list of California Civil Defense 
manuals available at Civil Defense Headquarters, 
Sacramento: 


1. Manual for Organization, Training and Opera- 
tion of First-Aid Stations. 

2. Manual for Existing, Auxiliary and Improvised 
Hospitals. 


3. Manual for the Emergency Field Treatment of 
Casualties (Revised). 


4. Sanitation Manual for Disaster Use. 


5. State of California Department of Public Health 
Civil Defense and Disaster Plan. — 

6. Manual for California Civil Defense Blood 
Program. 

7. Manual for Organization and Operation of 
Mortuary Services. 

839 Phelan Building, 760 Market Street. 





The Physician, the Parent and the Retarded Child 


THE LACK of adequate treatment programs and 
facilities for mentally retarded persons on a private, 
community and state level constitutes one of Cali- 
fornia’s major mental health problems. A generally 
accepted and probably conservative estimate is that 
one per cent of the general population may be con- 
sidered mentally retarded, or in the United States 
some 1,500,000 persons.‘ Approximately 150,000 of 
them require the special programs of state hospitals, 
training schools or similar special facilities. About 
90 per cent of retarded persons remain in the com- 
munity with varying degrees of success. 

In California nearly 12,000 state hospital beds for 
retarded persons are required to meet minimum 
needs. The normal capacity of all the hospitals avail- 
able for the purpose is 5,600 beds. These hospitals 
have been overcrowded to provide 6,700 beds.®: ® 

There are over 3,000 formal applications in wait- 
ing-list files of the several state hospitals concerned. 
There are probably at least that many more persons 
who need hospitalization but for whom application 
has not been made. For hundreds of those on the 
waiting list there is urgent need for admittance yet 
they must wait months and even years. 

It is apparent, therefore, that realistic community 
programs are of the utmost importance. It would 
also seem clear that to keep most mentally retarded 
individuals in a state hospital for life is neither 
socially desirable, medically sound, nor economic- 
ally possible. 

Physicians whose daily work it is to treat men- 
tally retarded persons are made aware constantly 
of the complex social and medical situations that 
are involved. Probably most of them have become 
convinced that if the problem were recognized ob- 
jectively at the outset by the individual physician 
and the family of the patient, a far more satisfactory 
overall program could be established. A typical case 
history involving the parents, their retarded child, 
and the physician may illustrate the point. The sit- 
uation, of course, is hypothetical and necessarily 
simplified but not at all an uncommon occurrence. 

The parents, who are in their early thirties, have 
two normal youngsters. They rent their home, make 
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* The problem of the retarded child and his 
parents is one confronting practicing physicians 
more and more frequently. Current estimates 
indicate that state hospital facilities for re- 
tarded persons in California are short nearly 
6,000 beds. There are long waiting lists for 
available facilities. Many families are in des- 
perate need of help. To advise a family to send 
their child to a State hospital is not a real solu- 
tion nor one possible in the great majority of 
instances. The responsibility of the physician 
goes beyond this. Parents’ groups have devel- 
oped in the last few years and are making a real 
contribution to a resolution of the problem. 
Local community resources have increased and 
will further increase. A more accurate clinical 
understanding of the retarded child-has been 
formed and his treatment needs more clearly 
defined. Physicians, parents, community and 
State agencies must work together to effect a 
coordinated program. 


payments on their car, and have a modest savings 
account. The husband works in an urban area for a 
salary. They are fond of their two children and are 
anticipating the arrival of the third. The second 
child was delivered by their family doctor. They 
know and trust him. 

At the time of delivery of the third child, the 
physician recognizes the infant to be a “mongo- 
loid.” He feels that immediate commitment to a state 
hospital is the only possible solution. The physician 
talks to the father and tells him that the infant is a 
“mongolian idiot,” a hopelessly mentally defective 
child. He recommends that the mother not see the 
baby, and explains that if the infant is taken home 
the other normal children will suffer. The mother is 
told that she has had an abnormal child who must 
be sent away. 

The father makes application for emergency ad- 
mittance of the baby to a state hospital, only to find 
that in comparison with hundreds of others his prob- 
lem cannot be considered of immediate urgency. He 
visits the state facility and the most sympathetic and 
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objective review means little to him. All his thoughts 
are directed toward carrying out what seems to him 
to be the only possible course of action. In the mean- 
time, the mother has returned home and the baby 
remains in the hospital. The other children in the 
home are curious and questioning. The questions 
are evaded, and the tensions within the family circle 
further increase. Days go by and the dilemma be- 
comes more clearly defined: The child cannot be 
returned home; he can remain no longer at the gen- 
eral hospital. After considerable difficulty the father 
makes arrangements to place the child in a private 
nursery. The family funds steadily diminish and 
finally it becomes necessary for the baby to come 
home. 

In these circumstances there is little doubt that 
the entire family will be adversely affected. From 
this point a variety of situations may develop. Par- 
ents very frequently have severe guilt reactions in 
these situations, and have a need to fix blame, on 
themselves and not infrequently upon the attending 
physician. They may be unable to accept the diagno- 
sis, and may go from physician to physician in search 
of a different diagnosis or prognosis. In their search 
for a solution they may be exploited by charlatans 
who promise miraculous cures. They may be told that 
the child will probably not live very long—perhaps 
seven or eight years, and although the parent is often 
unable to express this, they make plans for the an- 
ticipated death of the youngster. 

Although there is a serious lack of proper facility 
for handling the problem of mentally retarded chil- 
dren, much more effective use can be made of exist- 
ing resources if physicians know they exist and how 
to use them. In the last few years much has been 
accomplished and there are many more resources 
available for parents and physicians.*: * 1° Through 
public education and the nationwide organization of 
parents of mentally retarded children on national, 
state and community levels a greater public aware- 
ness and understanding has developed. 1! Commu- 
nity activity has increased in scope and improved 
to a degree where a majority of the mildly and (to 
a lesser extent) moderately retarded persons are re- 
ceiving better care on a local level. 

Cooperative efforts by parents’ groups have been 
responsible for some remarkably successful projects. 
New community programs are beginning in special 
education for moderately and even severely retarded 
persons.” A new service, the information center, has 
been established by the Department of Mental Hy- 
giene, through its Bureau of Social Work, to help 
serve the needs of northern and southern Califor- 
nia.>» * The personnel of these information centers 
assist various agencies, medical groups and parent 
organizations to find ways of effecting some resolu- 
tion of their problems within the community. 
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If the present state hospital building program is 
carried through, there will be over 11,000 beds avail- 
able by the end of 1956.° The total treatment pro- 
gram of these hospitals has been gradually changing 
from one principally of custodial care to one offer- 
ing more specific and active treatment. Hospital per- 
sonnel are receiving intensive in-service training and 
have had increases in staff. It is no longer the func- 
tion of a state hospital to isolate a retarded person 
from society indefinitely, but rather to treat him so 
that his return to the community can be accom- 
plished if this is at all possible. It is only by this 
means that the hospital bed can be made available 
for new patients in more urgent need. 

The parents must be helped with many of the 
problems that occur when the mentally retarded 
child enters the family, and be assisted with their 
future planning. 

Mental retardation is only a symptom, and a 
symptom for which there are many causes. It is sur- 
prising how little is really known about etiology, 
and for this reason one basic hospital program must 
be research. Research programs are developing in 
hospitals and clinics across the country, and there 
is evidence of the beginnings of coordinated pro- 
grams. 

To illustrate what might be done with resources 
now available, it may be well to review in another 
light the hypothetical case previously outlined: The 
suspected diagnosis of “mongolism” is confirmed 
and the parents are told quite frankly that they have 
a mentally retarded child. It is admitted that this 
presents a real problem. The physician explains that 
mental retardation is not rare, that many parents 
have faced the problem before and that many are 
dealing with similar situations at present. He sug- 
gests that they contact the nearest parents’ group. 
Some physicians have referral cards which are sent 
to the parents’ group if the family is agreeable. The 
parents find that caring for a retarded infant at home 
during the first few months is not greatly different 
from the care of a normal infant. State hospitaliza- 
tion is reviewed and the parent may be advised to 
write the hospital for additional information or to 
visit the hospital preadmittance and diagnostic serv- 
ice. The mother and father attend a meeting of a 
parents’ group and are reassured in such a group 
setting. They find parents with problems more se- 
vere than their own. From this experience the mother 
and father may be in a better position to acquaint 
the other children in their family with the nature of 
the problem and this can reduce the aura of mystery 
and tensions surrounding the home. They remain 
together as a family and can be unified by the expe- 
rience of sharing a common problem. In finding out 
the facts concerning mental retardation they may be 
freed from many false impressions and feelings of 
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shame. In this fashion a family that may have iso- 
lated itself and its problems from the assistance and 
understanding of others find themselves working 
with others for common solutions. (In this regard it 
is noteworthy that at a recent meeting of the Na- 
tional Association for Retarded Children a significant 
theme was realistic support to research programs.) 

Of course, much remains to be done. The state 
building program is only just started. Educational 
programs and community care programs for the 
moderately and severely handicapped youngster are 
only in their beginnings. There is still much false or 
distorted information that is still commonly ac- 
cepted as fact by both lay and professional groups. 
Recognition of the great need for and actual carry- 
ing out of basic research projects is only in its 
beginnings. Hospitals remain understaffed and in 
some instances poorly equipped. The interrelation- 
ship between a retarded child and his family and 
environment offers a large area for constructive 
work. Mental retardation is frequently accompanied 
by physical handicaps and emotional disorders and 
there needs to be greater emphasis on total evalua- 
tion and treatment of the individual patient. These 
are but a few of many areas of challenge. 
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Discussion by ARTHUR H. PARMELEE, SR., M.D., Beverly Hills 


My discussion of the paper by Dr. Ludwig and 
Dr. Porter will be directed to the problem of mon- 
golism as it concerns the practicing physician. 

It occurs about once in every 700 births. It is 
recognizable at birth in at least 90 per cent of cases. 
Every physician with an active obstetrical or pedi- 
atric practice is bound to be faced sooner or later, 
and often many times over, with the serious problem 
of dealing with the parents of a mongoloid infant. 

When should the parents be told and what should 
they be told? I believe both parents should be told 
just as soon as the diagnosis is reasonably certain, 
and that means within a very few days after birth in 
nearly every instance. If the physician suspects mon- 
golism but does not feel reasonably sure, he should 
get the opinion of another experienced physician. 
None of us likes to tell parents that there is some- 
thing seriously wrong with their newly born infant, 
but we are unfair to the parents and unfair to our- 
serves if we do not do so. Unfair to the parents be- 
cause it is their right to know, and the sooner they 
know what their problem is the sooner will they 
accept the facts and, with our help, work out the 
solution. And unfair to ourselves because by silence 
we carry alone a burden that the parents should 
rightfully be sharing. I know of no duty harder to 
perform nor one that requires more wisdom and tact. 

What shall we tell the parents? We should tell all 
we know about mongolism, of its cause, its probable 
course, what may be expected from a developmental 
standpoint, to what small extent mongoloids are 
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likely to be able to care for themselves, and the prob- 
able necessity for custodial care. These facts must 
be given frankly but gently and with patience and 
understanding. One must be prepared: to answer 
questions patiently, thoughtfully and truthfully, and 
to offer suggestions and advice. 

It seems obvious to me there can be no single 
solution that will apply to all cases. Each set of par- 
ents has its own cultural, educational and religious 
background, and each will have variations in tem- 
perament and in emotional stability. These variables 
will make a difference in reaching a suitable solution 
in individual instances. In my opinion, it is quite 
wrong for a physician ever to insist on any particu- 
lar method of handling the parents’ problem, no mat- 
ter how strong his convictions may be. It is, after 
all, their problem and they must have time to think 
it through and arrive at the solution which they 
decide is best for them. Their future happiness will 
depend on a conscience clear in the assurance they 
did what they believed to be right for themselves 
and their family. 

The late Dr. C. A. Aldrich proposed some 15 years 
ago that when mongolism was diagnosed at birth, 
the parents should be counseled not to take the baby 
home from the hospital, instead to put it in a foster 
home until it could be placed in an institution. Many 
physicians followed this suggestion enthusiastically 
and some still do, almost fanatically. From an edi- 
torial on the subject in the Journal of Pediatrics* 


“Editorial, J. Ped., 42:396, March 1953. 
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it is apparent that this practice is no longer held in 
great favor by most experienced pediatricians. | 
tried it once with very unsatisfactory results. Such 
action is, in my opinion, morally and ethically un- 
sound. It is tantamount to asking parents to say: 
“My baby is not a normal child. Therefore I shall 
not accept it and will take no responsibility for it.” 

Yannet? said: “There are two valid reasons for 
advocating removal of the mongoloid child from the 
home soon after birth. First, the possible adverse 
effects upon the family, especially the siblings in 
having the deficient child in the home. Second, the 
possibility that the mother or family will become so 
emotionally attached to the child that they will not 
be able to allow the child to leave the home when 
the proper time for custodial care is reached. Expe- 
rience has shown that both are valid reasons; but I 
believe they apply to only a small percentage of 
cases. From my own experience I have no reason to 
believe that the emotional development of normal 
children is adversely affected by the presence of a 
custodial type of defective child in the properly ori- 
ented family.” I can honestly say that I agree with 
these statements and my experience coincides with 
Yannet’s. 


+Yannet, H.: Round table discussion, problems of mental defi- 
ciency in children, Am. Ped., 10:223, Aug. 1952. 


A mongoloid child can be given much better care 
in its own home than it can in any institution. Its 
developmental potentials can be more completely 
realized in its home environment. A mongoloid in- 
fant is usually happy and easily cared for. Its pres- 
ence in the home can often add to the happiness of 
the family circle rather than detract from it. Meet- 
ing the serious problems of life can have an enobling 
influence. But, as Yannet said: “As the mongoloid 
child grows, and its deviation from the normal be- 
comes increasingly evident, the possibilities for 
childhood companionship and play become increas- 
ingly limited in his own home. A point of diminish- 
ing returns is almost invariably reached with ad- 
verse effects on both the child and the family. This 
time varies. It may be as early as two years or before, 
or it may not be before six or eight years.” When 
this point is reached the child and the family will 
definitely benefit by institutional care. 

Dr. Ludwig and Dr. Porter have well illustrated 
the bad effects of improper handling of the prob- 
lems of the parents of mongoloid infants and what 
I have said is a statement of convictions crystallized 
by experience in following the course of a very large 
number of mongoloids and their parents and broth- 
ers and sisters over many years. I hope my remarks 
will add to the value of this excellent paper. 


Cancer Detection 


CANCER DETECTION is a phase of health surveys for detection of disease in 
general. Detection of asymptomatic cancer can increase cure in women 
from the present level of 22 per cent to as much as 40 per cent, in men 
from a rate of 20 per cent to one of 40 per cent. This responsibility is ours 
—the physicians’—not a job for impersonal “detection centers” or any 
agency. 


EVERY INTERESTED PHYSICIAN’S OFFICE 
A CANCER DETECTION CENTER 


CANCER COMMISSION ... . 
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Infant Survival in Prematurity 


PREMATURITY IS ASCRIBED as the chief cause of death 
of 41,000 children yearly in the United States, and 
this figure is probably far below the true incidence. 
This prematurity is eighth among all causes of death 
of persons of all ages. It is apparent that the rates of 
stillbirth and neonatal death are hardly affected by 
the new obstetric techniques which have greatly 
lowered maternal mortality. At Huntington Me- 
morial Hospital, for example, maternal mortality 
declined in about 20 years to one-sixth the original 
figure, yet the neonatal death rate continued un- 
changed. Although in normal conditions the fetus 
benefits to some extent from improvements in obstet- 
ric technique designed primarily to help the mother, 
special measures are needed in event of complica- 
tions of pregnancy and delivery that threaten the 
fetus. Among the complicating factors, prematurity 
is of greatest importance, although strides have been 
made in recent years in prevention of premature 
labor and in the management of it when it does 
occur. 


DIAGNOSIS OF PREMATURITY 


The definition of prematurity is most frequently 
based on birth weight alone, all infants that weigh 
less than 5 pounds 8 ounces, or 2,500 gm. being 
classified as premature. Like any other rigid rule, 
however, this standard proves at time erroneous. 
Although gestational age is an equally imperfect 
yardstick, the Bureau of the Census defines pre- 
mature birth as termination of pregnancy in the 
period from the beginning of the 28th to the end of 
the 37th week of gestation. The question of whether 
weight or gestational age is a better indication of 
the maturity of the fetus is of considerable practical 
importance in the management of premature labor. 
Obviously it would be of great advantage to the 
obstetrician in deciding on the management most 
beneficial to both mother and infant if he could 
establish with any degree of accuracy the level of 
maturity reached by the fetus. To this end, several 
methods have been proposed. One method is based 
on measuring the occipitofrontal diameter of the 
head of the fetus by a special roentgenometric tech- 
nique.'! Time of first fetal movements and onset of 
fetal heart beats are an unreliable basis for an esti- 
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* Reduction of neonatal mortality and the rate 
of stillbirth may be expected from improved 
management of spontaneous labor and de- 
livery. 

Neither roentgenographic measurement nor 
the inception of fetal movement or heartbeat 
nor any other single test is an index of fetal 
maturity; all must be considered together. 

Prenatal care, particularly supplemented 
diet, will help to avoid premature delivery, or 
at least to prolong pregnancy; since the fetus 
undergoes accelerated growth during the last 
weeks of pregnancy, even slight extension of 
gestation increases the chances for survival. 

Analgesia in the first stage of premature 
labor is contraindicated. Only low spinal anes- 
thesia and other types of conduction anesthesia 
should be employed for later stages. 

The fetal membranes should be preserved as 
long as possible, but premature rupture does 
not call for immediate termination of preg- 
nancy. Deep episiotomy and prophylactic out- 
let forceps are routinely employed to hasten 
the second stage of premature delivery and to 
protect the immature fetus. Breech presentatjon 
is managed by unassisted expulsion or by for- 
ceps extraction of the head. 

The umbilical cord is not immediately sev- 
ered on delivery; administration of oxytocic 
drugs after the second stage of labor, com- 
bined with gentle stripping of the cord, results 
in rapid transfer of increased amount of pla- 
cental blood. The airways of the infant should 
be immediately cleared. Artificial respiration 
may be necessary and it must be gentle. 


All premature infants should receive supple- 
mentary oxygen to render breathing regular and 
more efficient. They should be insulated imme- 
diately in controlled temperature and humidity, 
and they should be handled little. 


mate of the degree of maturity.** It may be con- 
cluded that maturity cannot be determined on the 
basis of any single factor. Prematurity is compara- 
tively more frequent in primaparae in mothers be- 
low 20 years of age.**® Some women always have 
premature delivery.’ 

In the following discussion, prematurity owing to 
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such maternal complications as placenta previa, pre- 
mature separation of the placenta and uncontrol- 
lable toxemia are not further taken into considera- 
tion. In all those conditions the primary concern 
of the obstetrician is safeguarding the life of the 
mother. The entire course of procedure, therefore, 
differs from the management of spontaneous pre- 
mature delivery. 


PRENATAL CARE 


When there is any indication that premature ter- 
mination of pregnancy may occur, the first concern 
of the obstetrician is to improve the health of the 
mother and thus to prolong gestation, to full term if 
possible, thereby increasing the weight and maturity 
of the infant. In a recent survey it was established 
that about 25 per cent of all patients with poor pre- 
natal care had premature babies, in contrast to only 
7 per cent of those who had received adequate care.!® 

The most important single factor influencing pre- 
mature delivery is the diet during gestation. Tomp- 
kins*® corrected nutritional deficiencies in 750 
women, two-thirds of whom were ward patients, and 
none of them had premature delivery. Infant mortal- 
ity in the series was 0.28 per cent, corrected. It is 
of special interest that with improved diet such signs 
and symptoms as fatigue, muscular weakness, dysp- 
nea, anorexia, insomnia, headache, depression, 
nervousness and constipation—long considered at- 
tributable to normal pregnancy—disappeared. There 
were no cases of preeclampsia or eclampsia, and 
mild toxemia appeared in only 4 per cent of patients. 

A slight increase in the intake of protein, calcium 
and phosphorus resulted even under adverse war- 
time conditions in Britain in a sizable reduction of 
the incidence of premature births.*: 16 When the 
maternal diet was properly supplemented in a group 
of patients in the lowest income brackets, the inci- 
dence of premature births dropped to 2.2 per cent, 
while it amounted to 8.0 per cent in a similar group 
with poor diet not supplemented. Content of hemo- 
globin and especially of ascorbic acid at term was 
considerably higher in the group with supplemented 
diet than in the control group. 

Stress and strain in the home situation are major 
factors in the incidence of premature births.” 
Women who do not receive sufficient rest during 
pregnancy, and whose duties are out of proportion 
to their capabilities, are more likely to bear under- 
weight infants.’ Sufficient sleep at night and a nap 
in the middle of the day are most important for 
women who seem predisposed to premature labor,* 
although limited activity is beneficial. Almost com- 
plete bed rest is indicated, however, in any case in 
which there is evidence of effacement of the cervix 
at 28 to 34 weeks.!* Hygienic measures are of spe- 
cial importance to women in whom premature labor 
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is likely. Overindulgence in sexual intercourse late 
in pregnancy may precipitate premature birth,”* and 
as a general rule sexual relations are contraindicated 
after the seventh month of pregnancy.'* 

Premature rupture of the fetal membranes, for- 
merly considered a grave hazard, now is looked upon 
as a not serious complication and is treated expec- 
tantly.2® According to recent investigations, pre- 
mature rupture does not seem to be a cause of the 
development of pneumonia in the fetus while still 
in the uterus, but the danger of infection can never 
be entirely excluded, and coitus is strictly to be 
avoided after rupture.*: © Immediate hospitalization 
is desirable, but labor should never be induced with- 
out good reason, and the patient can usually be sent 
home after a few days. By careful management, ges- 
tation often can be extended for weeks after pre- 
mature rupture.** 

So great are the advantages of intrauterine devel- 
opment that every attempt should be made to extend 
gestation if only for a few days, since fetal growth 
and weight increase are accelerated in the last weeks 
of pregnancy. During the seventh lunar month the 
weekly gain in weight is about 4 ounces. The gain 
increases to 6 ounces a week during the eighth 
month, and to 8 ounces weekly during the ninth 
month.!! At the same time qualitative changes take 
place. Besides minerals and vitamins, immune sub- 
stances and various hormones are transferred to the 
fetus during that period. The sweat glands develop 
only during the last weeks of intrauterine life, and 
an insulating layer of subcutaneous fat is laid 
down.'* Both these factors are of greatest impor- 
tance for acclimatization to the extrauterine environ- 
ment. 

The wholehearted cooperation of the mother is 
needed for good prenatal care, but it is precisely in 
population groups least able and least willing to 
follow medical advice that the highest rate of pre- 
mature births and infant mortality is encountered. 
It is in such circumstances that a comprehensive 
Premature Infant Program such as has been intro- 
duced in Colorado,'® has its most successful appli- 
cation. This splendid experiment in which the prac- 
ticing obstetrician joins forces with a medical re- 
search center and with public health units made up 
of nutritionists, social workers and visiting nurses, 
has immediately resulted in a lowering of the inci- 
dence of premature labor and neonatal death. Such 
a plan, far from being a step toward socialized medi- 
cine, is in fact one of the most effective means of 
preventing such a development. 


ANALGESIA AND ANESTHESIA 


In spontaneous premature delivery by the vaginal 
route the chances for survival of the fetus depend to 
a large degree on the choice of analgesia and anes- 
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thesia.*° The use of opiates and barbiturates is 
strongly contraindicated. These drugs have a de- 
pressing effect on the respiratory center of the under- 
developed fetus, and respiration will be greatly re- 
tarded if the drug is administered within four hours 
of labor.** Heavy sedation, in an attempt to stop 
labor is especially dangerous, as the patient might 
go on to delivery anyway. In premature delivery it 
should be possible to dispense with sedative drugs in 
the early stages and to rely exclusively on “vocal 
analgesia” in that period. Reassurance and encour- 
agement are almost always effective once a woman 
understands that it is best for her child that she bear 
the pains of early labor, and that anesthesia will be 
administered toward the end of the first stage.?> 5 

On the other hand, a high rate of stillbirths and 
infant mortality is associated with premature deliv- 
ery entirely without analgesia or anesthesia. Uncon- 
trolled, precipitate labor leads to reflex bearing-down 
of the powerful abdominal muscles, and the pressure 
of rigid tissues is likely to injure the soft structures 
of the incompletely developed fetus, especially the 
skull.1 26 

The choice of anesthesia for premature delivery by 
the vaginal route is essentially similar to that in vag- 
inal delivery at term.® The excellent results obtained 
with block anesthesia in vaginal delivery at term are 
mainly due to the fact that when this method is 
used initial respiration usually occurs promptly; 
resuscitation is required only in exceptional cases. 
These advantages are of still greater importance in 
cases of premature birth. While essentially the same 
technique is followed, anesthesia is started earlier 
in premature delivery, especially with multiparae. 
For a multiparous woman it is initiated well before 
the end of the first stage to prevent heavy bearing 
down and protect the malleable skull of the infant. 
Relief from the pains of labor is almost immediately 
obtained in block anesthesia; the muscles relax, 
and contractions become regular and less violent. 

In a series in which various types of conduction 
anesthesia were applied, the infant mortality was 
decidedly lower in premature babies of all weight 
groups than it was in a control series in which 
delivery was done under non-conduction anes- 
thesia.*® In a series in which caudal anesthesia was 
used the neonatal mortality amounted to 1.32 per 
cent of premature infants that were alive at birth, 
while in a control group in which nitrous oxide, 
ether, nitrous oxide and ether, or other anesthetics 
were used, the rate was 2.27 per cent.® *4 


TECHNIQUE OF DELIVERY 


In delivery at full term the lower uterine segment 
is normally thinned out by a slow, painless process 
extending over the last weeks before the onset of 
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labor. In premature labor, on the other hand, dila- 
tation of the thick lower segment must be brought 
about by painful contractions which entail great 
hazard to the immature fetus.*° It is during this later 
part of the first stage of labor that muscular relaxa- 
tion brought about by conduction anesthesia is of 
greatest benefit.2> To protect the malleable head of 
the infant the fetal membranes should be kept intact 
as long as possible,!* for the unruptured membranes 
cushion the head from the impact of the pelvic mus- 
cles.?5 

_ In cephalic presentation deep episiotomy is rou- 
tinely performed as soon as the head emerges at the 
perineum, in order to hasten the second stage of 
labor.** Episiotomy protects the baby’s head from 
the obstructing perineal body, which especially in 
nulliparous women is tight and unyielding. 

Prophylactic outlet forceps should be used if de- 
livery can be hastened thereby, but care must be 
taken to do no more than control the rate at which 
the head is expelled and not to exert compressive 
force.*! Rarely should forceps be applied to the pre- 
mature head at a higher level than the outlet," and 
only gentle traction should be employed. Also to be 
borne in mind is that sudden release of pressure on 
the yielding head of the premature infant may result 
in cerebral edema, tentorial tears or hemorrhage.”® 
It is best to guide the head gently over ‘the relaxed 
perineal floor, thus reducing pressure to a minimum 
while permitting time for adjustment of the cranium. 
With these precautions strictly observed, the use of 
forceps is entirely safe.’ 

Breech presentation, four times as frequent in 
premature delivery as in labor at term,** is a de- 
cided complication. A choice has to be made between 
unassisted expulsion and application of forceps to 
the fetal head.*4 The difficulties of forceps extraction 
stem from the fact that the head of the fetus is rela- 
tively large, its diameter exceeding that of the shoul- 
ders. The procedure requires greatest care and 
should never be attempted before the cervix is ade- 
quately dilated.*! If cervical dystocia develops, it 
may be necessary to use Duhrssen’s incisions in 
order to safeguard the after-coming fetal head 
against injury from the incompletely dilated cer- 
vix.°8 Rarely and only with great care should supra- 
pubic pressure be applied to the head. 

The question as to the appropriate time for sever- 
ing the umbilical cord and the concomitant problem 
of autotransfusion have been widely discussed. Pre- 
mature infants are always in danger of microcytic 
hypochromic anemia due to low storage of iron and 
to a less than normal ability to metabolize iron.” 
By delaying ligation of the cord an additional 
amount of blood is transferred to the infant and 
helps to maintain adequate blood pressure. After 
the second stage of labor, pulsations of the umbilical 
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cord play only a minor role, and transfer of blood 
to the baby is mainly due to contractions of the 
uterus upon the blood-filled placenta.2* The infant 
has received all available blood only when the um- 
bilical vein is no longer distended. Best results may 
be expected from administering an oxytocic drug as 
soon as the anterior shoulder emerges and then wait- 
ing for one minute before delivering the rest of the 
body. In the minute of waiting mucus should be re- 
moved from the airways of the dependent head, with 
special attention to clearing the glottis before any 
mucus can enter the trachea, for most babies cry 
before the rest of the body is born. The corpus con- 
tracts vigorously, separating the placenta. All the 
blood required can be transferred by gently strip- 
ing the cord. 


RESPIRATION 


Establishment of breathing is one of the cardinal 
points in the management of premature delivery. 
Resuscitation may be necessary, but not often if the 
best technique is followed in conducting the vaginal 
delivery, especially with regard to the choice of 
anesthesia. However, even though the infant is 
breathing when delivered, it may later have difficul- 
ties stemming from asphyxial conditions in utero.”® 

The first step in instituting respiration is clearing 
of the airways. The technique for cases of cephalic 
presentation has been described. In breech presenta- 
tion, while waiting for the oxytocic drug to take ef- 
fect, the baby is placed on the mother’s abdomen 
and the head turned sideways so that the mucus can 
be cleared more easily. Mucus in the upper pharynx 
is drawn out with a soft rubber suction bulb or by 
mouth suction. The glottis and trachea are cleared 
under direct vision, if necessary with the aid of a 
laryngoscope.** 

If clearing of the airways does not induce inspira- 
tion, mechanical resuscitation is required. The use 
of chemical respiratory stimulants may do more 
harm than good, but in an emergency mouth-to- 
mouth breathing may supply the necessary pressure 
to initiate inspiration. The danger of infection is 
negligible and certainly much less to be feared than 
exaggerated pressure applied by an over-eager 
person.!? 

In experienced hands, endotracheal intubation is 
effective. The procedure is simple for anyone who 
has learned to manipulate a laryngoscope.®? With 
the tube in place, oxygen is insufflated under gentle 
intermittent positive pressure. Usually the infant 
will respond in a few seconds; if breathing does not 
start within five minutes, the chances of survival are 
slight. 

Mechanical resuscitation requires a device espe- 
cially designed for the purpose. Recently a positive 
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pressure oxygen-air lock has been described* which 
provides the infant with heat and humidity while 
exposing it to controlled pressure of air containing 
adequate amounts of oxygen and carbon dioxide. The 
first positive pressure causes an outpouring of fluid 
and secretions from mouth and nostrils and at the 
same time promotes bronchial drainage and alveolar 
aeration. Later on, transition to a standard incubator 
must be handled with great care. Certain objections 
have been raised against the use of any positive- 
pressure resuscitators.'* The limits of safe intra- 
pulmonary pressure have not yet been determined 
and excessive pressure may rupture the fragile alve- 
oli and cause pneumothorax. If the glottis is closed, 
air may enter through the esophagus and interfere 
with excursions of the diaphragm. Sometimes the 
tongue may completely block the airway.’° 

It is advisable to place every premature infant, 
even if there are no signs of cyanosis, in an incu- 
bator containing a 40 to 50 per cent oxygen concen- 
tration, for at least the first 24 hours.*+ Cyanosis 
may occur in apparently healthy premature children 
from causes which would not bring about such a 
condition in infants born at term.?? Any infection 
or minor obstruction of the respiratory tract may 
prove fatal, and the tissues become edematous if 
under-oxygenation is permitted to persist for any 
length of time.? The oxygen concentration must be 
increased for premature infants with any indication 
of asphyxia. The lungs of asphyxiated infants, being 
atelectatic, congested and edematous, are particu- 
larly susceptible to infection. Bronchopneumonia 
should be suspected in any newborn premature in- 
fant with signs of asphyxia.* It is now conceded that 
many lesions formerly ascribed to trauma of delivery 
are in reality owing to asphyxiation.?®* Almost as 
important as resuscitation is immediate insulation of 
the infant in order to conserve temperature and 
prevent unnecessary loss of energy. High relative 
humidity, at least 65 per cent, should be maintained. 


PEDIATRIC CARE 


Newborn infants should be handled as little as 
possible; weighing and bathing can be deferred in- 
definitely. Further protective measures may become 
necessary, but such specialized management ought 
to be entrusted to a pediatrician, who should even 
decide when it is safe to remove the child from the 
delivery room. It is advisable to call in a pediatri- 
cian for all deliveries occurring before the 37th 
week of gestation, and even for those more closely 
approaching term if any complication of pregnancy 
is present. 

Although many problems remain, constant prog- 
ress is being made in prevention and management 
of spontaneous premature labor. As a result of better 
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obstetric technique, many more premature babies 
leave the delivery room in reasonably good condi- 
tion; but by the same token many infants that would 
formerly have died are salvaged and are turned over 
to a pediatrician in a rather precarious state.?° Thus 
it could well be that further improvement of obstetri- 
cal methods will be expressed not so much in low- 
ered neonatal mortality as in a decrease of the rate 


of stillbirths. 


960 East Green Street. 
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CASE REPORTS 


®@ Acute Diverticulitis of the Jejunum 

@ Diaphragmatic Hernia Simulating Hydropneumothorax 
@ Benign Diaphragmatic Tumor 

@ Infectious Mononucleosis 

@ Renal Ectopia Associated with Pregnancy 


Acute Diverticulitis of the Jejunum 


Report of Two Cases 


LEON MORGENSTERN, M.D., Beverly Hills 


DIVERTICULITIS most often occurs in the colon, for 
not only is the colon the site of greatest incidence of 
diverticulosis, but the factors predisposing to in- 
flammation exist there to a greater extent than in 
any other portion of the gastrointestinal tract. In 
decreasing order of frequency, diverticula are found 
in the colon, ileum, duodenum, pharynx and esoph- 
agus, stomach and jejunum. In the jejunum, acute 
diverticulitis is an extreme rarity. 


Diverticulosis of the jejunum occurs in both sexes 
equally. While it has been stated that the incidence 
is predominantly in the older age groups, several 
recent reports have included cases in persons in the 
second and third decades of life. In one of the two 
cases herein reported, in both of which diverticulitis 
developed in a solitary diverticulum of the jejunum, 
the patient was 23 years of age and in the other 38. 


Most jejunal diverticula are multiple and most are 
situated in the proximal quarter of the jejunum. 
In contrast to the true or congenital Meckel’s diver- 
ticulum, jejunal diverticula are usually acquired. 
In the opinion of most investigators the primary 
cause is weakness of the wall of the bowel at the 
point of penetration of the mesenteric vessels, per- 
mitting outpouching to either side of the mesenteric 
attachment at or near the point of penetration of the 
mesenteric vessels, presumably as the result of 
pulsive forces. As it enlarges, the diverticulum thus 
begun may insinuate itself within the leaves of the 
mesentery or enlarge tangentially to the mesentery. 
In contrast to Meckel’s diverticulum, which theo- 
retically may arise in the jejunum, these diverticula 
do not have their own mesentery, regardless of the 
size they attain. As the jejunum is mobile and the 
contents fluid, jejunal diverticula empty readily. 
Also, in most cases the stoma is of sufficient diam- 
eter that stasis does not occur. For these reasons, 
acute inflammation is a rare complication of diver- 


From the Surgical Service of Queens General Hospital, Jamaica, 
Long Island, N. Y. 


VOL. 80, NO. 5 + MAY 1954 


ticula in this location. However, if the diverticulum 
is narrow-mouthed it is conceivable that obstruction 
at the mouth by static, inspissated intestinal con- 
tents may initiate the sequence of obstruction, in- 
flammation and finally perforation. 

The signs and symptoms related to uncomplicated 
jejunal diverticulosis are usually vague in character, 
if present at all. Abdominal cramps, nausea, exces- 
sive borborygmi, flatulence and diarrhea have been 
reported, and are usually related to ingestion of 
food. Obstruction has been reported due to entero- 
liths and adhesions, and in such case the symptoms 
characteristic of high obstruction supervene.® 15 
Occasionally serious bleeding occurs at diverticula 
in this location.’:® In the cases reported herein, 
acute inflammation caused pronounced tenderness 
to pressure, rebound tenderness and rigidity. Both 
patients had nausea, vomiting and crampy abdom- 
inal pains. In both cases the tenderness was con- 
fined to the lower quadrants of the abdomen and was 
greatest on the left. 

Laboratory and x-ray studies do not aid mate- 
rially in the diagnosis. X-ray evidence of small 
intestinal diverticula, particularly solitary obstructed 
lesions, is notoriously difficult to demonstrate. Leuko- 
cytosis of moderate degree, with predominance of 
neutrophils, occurred in both the cases here reported, 
in keeping with the pronounced inflammatory proc- 
ess present in both. 

Considering the paucity of specific symptoms, 
it is not surprising that correct preoperative diag- 
nosis is rare. 

The treatment of acute jejunal diverticulitis is 
dependent upon the position of the diverticulum 
and the presence or absence of associated diver- 
ticula. For a freely mobile solitary diverticulum, 
simple resection with repair of the wall of the bowel 
is the treatment of choice. If the diverticulum is 
intramesenteric and of considerabie size, resection 
might compromise the blood supply of the involved 
segment of bowel, and for this reason it is wiser 
to resect the segment of bowel bearing the diver- 
ticulum and to perform end-to-end anastomosis. 
Multiple diverticulosis, when confined to the jejunal 
segment, calls for wider resection, the patient’s con- 
dition permitting. Operation in stages, first a divert- 
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ing enteroenterostomy, and later resection of the 
involved segment, has been advocated by some sur- 
geons. 


REPORTS OF TWO CASES 


Case 1: A 38-year-old white woman was admitted 
to the hospital with chief complaint of abdominal 
pain. Epigastric pain and nausea and vomiting had 
begun suddenly 48 hours previously. The pain, 
which became severe aching, later localized in the 
suprapubic area. There was no history of previous 
symptoms referable to the gastrointestinal tract or 
of menstrual abnormality. 

There was rather pronounced muscle spasm over 
the suprapubic area, the rigidity decreasing laterally. 
Tenderness was present in the same region but 
seemed a little greater to the left of the midline. 
Rebound tenderness was present over the entire 
lower half of the abdomen. Bowel sounds were 
hypoactive. 

The temperature was 102.4°F., the pulse 104 and 
the blood pressure 110/64 mm. of mercury. 

Leukocytes numbered 22,000 per cu. mm. of blood, 
with 92 per cent neutrophils. Results of urinalysis 
were within normal limits. 

The diagnosis was acute appendicitis, probably 
ruptured. 

A right lower paramedian incision was made and 
when the peritoneal cavity was opened a moderate 
amount of turbid yellowish fluid was noted. An 
inflammatory mass was observed contiguous with 
the jejunum about 30 cm. from the ligament of 
Treitz. Lysis of fresh inflammatory omental adhe- 
sions in this region exposed a globular diverticulum, 


approximately 7x5x3 cm., arising from the mesen- 


teric border of the jejunum and extending between 
the two leaves of the mesojejunum. The neck of 
the diverticulum was approximately 1.0 cm. in 
diameter. Patches of fibrinopurulent exudate were 
present over the diverticulum and the adjacent 
mesentery, which appeared edematous and indu- 
rated. A 12.0 cm. segment of jejunum, the mesen- 
teric wedge containing the diverticulum and the 
contiguous indurated mesentery, was resected and 
end-to-end anastamosis was performed. . Several 
flakes of inspissated fecal material impacted in the 
mouth of the diverticulum were noted on a section 
of the specimen. The pathological report was “Acute 
suppurative inflammation of jejunal diverticulum.” 
No organisms grew on a culture of the peritoneal 
fluid. 

Postoperatively, nasogastric suction was con- 
tinued for 48 hours, and antibiotics were given for 
6 days. Discharged from the hospital on the eighth 
postoperative day, the patient remained well there- 
after. Barium x-ray studies showed no other small 
intestinal diverticula. 


Case 2: A 23-year-old white man was admitted 
to the hospital with chief complaint of crampy 
lower abdominal pains of 13 hours’ duration. There 
was no nausea or vomiting but the patient was 
anorexic. On the evening of admission he had had 
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chills and felt “feverish.” He had had a normal 
bowel movement on the day of admission. 

The patient had had appendectomy several years 
before. 

The temperature was 100.8°F. and the pulse 
rate 100. 

Voluntary rigidity was present in both lower 
quadrants of the abdomen and rebound tenderness 
was noted. Tenderness seemed to be consistently 
more pronounced on the left side. No abnormality 
was noted in a rectal examination. 

Leukocytes numbered 17,850 per cu. mm. of blood, 
82 per cent neutrophils. Results of urinalysis were 
normal. No abnormality was noted in a plain film 
of the abdomen. 

The provisional diagnoses were (1) Meckel’s 
diverticulitis, and (2) incomplete small intestinal 
obstruction due to postoperative adhesions. The 
abdominal signs became more pronounced and the 
patient was prepared for laparotomy 11 hours after 
admission. 

The abdomen was opened through an upper right 
rectus muscle-splitting incision. A solitary diver- 
ticulum of the jejunum, measuring 3x1x1 cm., arose 
from the mesenteric border, 10 cm. from the liga- 
ment of Treitz. The serosal surface of the diver- 
ticulum as well as the adjacent mesentery were 
reddened and on them were patches of fibrino- 
purulent exudate. The diverticulum was dissected 
bluntly from the adjacent mesentery, exposing. a 
narrow neck measuring about 1.0 cm. in diameter. 
The diverticulum was transected at its neck and the 
resultant jejunal defect was closed with a purse- 
string suture. The postoperative course was un- 
eventful and the patient was discharged on the 
tenth hospital day. No follow-up gastrointestinal 
series could be obtained. 

The pathological report was “Acute suppurative 
inflammation of a jejunal diverticulum.” 


SUMMARY 


Two cases of acute suppurative inflammation of 
solitary diverticula of the jejunum, occurring in 
relatively young persons, are presented. Because of 
the infrequency of this condition, it is doubtful that 
a correct preoperative diagnosis can be made in 
the absence of previous studies revealing diverticula. 
However, the condition should be considered in the 
differential diagnosis of acute abdominal conditions. 

119 North San Vicente Boulevard. 
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Diaphragmatic Hernia Simulating 
Hydropneumothorax 


Cc. L. BOICE, M.D., Redwood City 


ALTHOUGH protrusion of the stomach and colon 
into the thoracic cavity, closely simulating hydro- 
pneumothorax in roentgenographic appearance, is 
quite unusual, the medical literature is replete with 
descriptions of the diagnostic and therapeutic as- 
pects of herniations of portions of the gastrointesti- 
nal tract into the thorax. Certainly little can be added 
to the roentgenological knowledge of this abnormal- 
ity, except to better delineate the various types of 
hernias preoperatively. In that regard the case here 
reported presents some unusual aspects which war- 
rant recording. The roentgenographic appearance of 
the chest was so typical of hydropneumothorax that 
thoracentesis was done, in an effort to relieve the 
symptoms, before the correct diagnosis was estab- 


lished. 


CLINICAL HISTORY 


_ A white woman 45 years of age was admitted to 
the Palo Alto Hospital with severe respiratory dis- 
tress, marked by cyanosis, dyspnea and pain in the 
left side of the chest. The patient was nauseated and 
had vomited repeatedly during the several hours pre- 
ceding admittance. The symptoms had begun about 
36 hours previously and had gradually increased in 
severity. The patient was admitted directly to the 
x-ray department of the hospital with a request for 
roentgen examination of the chest and abdomen. 
The referring physician was aware that a:diaphrag- 
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Figure 1—Chest films before intubation, showing gas 
and fluid-filled stomach filling left side of chest. 


matic hernia had been demonstrated several years 
previously, but this information was not immedi- 
ately available to the roentgenologist. Films of the 
chest (Figure 1) were made. It was the opinion of 
the roentgenologist that there was extensive hydro- 
pneumothorax on the left. As the patient was in 
severe distress, paracentesis was carried out, but 
aspiration was immediately discontinued when it was 
noted that the fluid withdrawn bore strong resem- 
blance to gastric contents. An x-ray film of the ab- 
domen with the patient supine was made (Figure 2, 
A). There appeared to be very little gas in the intes- 
tines, and an area of increased density in the left 
side of the abdomen extended into the left side of 
the chest. The left hemidiaphragm could not be de- 
lineated. It was presumed that the stomach, grossly 
dilated and containing a large amount of fluid, was 
in the chest. The stomach was intubated, a few liters 
of gastric contents withdrawn, opaque material in- 
troduced. X-ray films then showed the stomach in 
the thoracic cavity (Figure 2, B and C). Subse- 
quent studies showed portions of the transverse and 
descending colon in the chest also, with the splenic 
flexure at the level of the left first interspace (Fig- 
ure 3). 

At operation it was noted that the entire stomach 
and about four inches of duodenum were in the left 
side of the chest. A loop of colon lay anterior to the 
stomach, extending to the apex of the thoracic cav- 
ity. The lower lobe of the lung was entirely col- 
lapsed and there was only a small amount of air in 
the upper lobe. There were extensive defects at the 
mid-line of the diaphragm, one of them anterior to 
a normal esophageal hiatus, through which the colon 
passed, and another posterior through which the 
stomach and duodenum passed. There was no sac 
over the stomach or colon. The appearance sug- 
gested that injury had caused the displacement, but 
no history of significant trauma could be obtained. 
The stomach and colon were returned to the abdom- 
inal cavity and the defects in the diaphragm re- 
paired. Both lobes of the lung reexpanded. The pa- 
tient recovered without complications. 

In subsequent roentgen studies of the gastro- 
intestinal tract, the organs were in normal position, 
and no abnormality was evident, except that even 
one year later the stomach still emptied quite slowly. 
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Figure 2.—Left, abdomen, showing left-sided density and nondelineation of left hemidiaphragm. Center, opaque 
material in partially deflated stomach. Right, opaque material in stomach, lateral projection. 


Figure 3.—Opaque material in colon, showing splenic 
flexure near apex of the thoracic cavity. Lateral view 
shows colon anterior. Tube and some barium remain in 
stomach posteriorly. 


DISCUSSION 


Recent excellent articles describe the roentgeno- 
logical aspects of diaphragmatic hernia.’:? So far 
as is known, however, the confusion between hernia 
and hydropneumothorax that was a factor in the 
case here reported has not previously been de- 
scribed. Yet, when the entire stomach is in the chest, 
this appearance is an ever-present possibility. In the 
present case, had a film of the abdomen been stud- 
ied with the chest films, the possibility of herniation 
would certainly have been considered. Fortunately, 
no ill effects followed thoracentesis. 


CONCLUSION 


A case of herniation of stomach and colon into 
the chest, simulating hydropneumothorax, is re- 
ported. In this case, the erroneous interpretation 
could have been obviated by further investigation of 
the previous clinical history and by x-ray study of 
the abdomen at the time the films of the chest were 
studied. 

3004 Broadway. 
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Benign Diaphragmatic Tumor 


D. J. BROBECK, M.D., Inglewood; 

J. R. JOHNSON, M.D., Los Angeles; 
J. H. FRANK, M.D., Inglewood, and 

OSCAR HARVEY, M.D., Los Angeles 


FEW REPORTS OF TUMORS of the diaphragm have 
been made. Scott and Morton® in 1946 and Clagett 
and Johnson? in 1949 reviewed the literature and re- 
ported additional cases. The latter found reports of 
only 30 apparently authentic cases of primary tumor 
of the diaphragm, and they reported four additional 
cases. In 18 of the 34 cases the tumor was malignant 
and in 16 benign. In only seven of the cases in which 
the tumor was benign was it removed surgically; in 
the remainder it was noted at autopsy. Since the re- 
port by Clagett and Johnson, two cases of benign 
tumor and three of malignant tumor of the dia- 
phragm have been reported. 
The one herein reported is the nineteenth reported 
case of benign diaphragmatic tumor and the tenth 
in which the growth was surgically removed. 
Diaphragmatic tumors may be asymptomatic and 
when symptoms do occur they are not pathognomo- 
nic. Pain in the chest is the most common symptom. 
The pain may be aggravated by deep breathing, and 
pain in the shoulder may occur. The pain may in part 
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Figure 1.—Deformity of diaphragm noted incidentally 
in gastrointestinal study. 


be referred to the upper abdomen. Pain is usually 
present for a considerable time before a diagnosis is 
made, and the patient may have consulted several 
physicians and be considered psychoneurotic. 

An abnormality in the diaphragm may be seen 
in an x-ray film of the chest, but roentgen studies 
with pneumoperitoneum or pneumothorax usually 
are necessary for clear visualization of the lesion. 

The treatment is thoracotomy for removal of the 
tumor and repair of the diaphgram. 


REPORT OF A CASE 


A moderately obese white man 36 years of age, 
first examined March 24, 1953, said that for five 
years he had had pain of increasing severity in the 
left upper quadrant of the abdomen, in the lower 
part of the chest on the left side, in the left scapula 
and shoulder, and at times extending down the left 
arm to the wrist. The pain was made worse when he 
lay down and was worse at night, frequently awaken- 
ing him. The patient had consulted several physi- 
cians but nothing could be found to account for 
the pain. 

On physical examination it was noted that deep 
pressure in the left upper quadrant of the abdomen, 
as well as deep inspiration, caused pain in the left 
shoulder. There was tenderness in the epigastrium. 


He was admitted to hospital and in x-ray films 
taken for study of the gastrointestinal tract a deform- 
ity in the left diaphragm was noted (Figure 1). 
The deformity moved with the diaphragm during 
respiration and the possibility of a mass involving 
the diaphragm was suspected. 


Deformity in the outline of the left diaphragm was 
seen in a film of the chest also, but it was not pro- 
nounced and whether it was-due to intrinsic disease 
in the diaphragm, a congenital defect in the mus- 
culature or a mass under the diaphgram could not 
be determined. In x-ray films taken after the injec- 
tion of 500 cc. of air through the left abdominal wall 
at the level of the umbilicus, a 3 x 4 cm. ovoid, 
smooth-bordered shadow of increased density was 
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Figure 2—Tumor of diaphragm definitively visualized 
after injections of air into peritoneum. 


PA 
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Figure 3.—Tumor viewed after incision at top of dia- 
phragm. 


noted in the left diaphragm (Figure 2). It was 
thought to be a benign tumor of the diaphragm. 

Upon thoracotomy a 4 cm. encapsulated tumor 
was observed just to the right of the central tendon 
in the muscle of the left diaphragm (Figure 3). It 
was covered by diaphragmatic pleura. The dia- 
phragm was incised directly over the tumor and after 
the tumor was shelled out the diaphragm was closed 
in two layers with interrupted mattress sutures of 
No. 0 black silk. The chest was closed in layers and 
a Foley catheter was placed for drainage for two 
days. 


Pathologist’s Report 


The specimen, an oval mass weighing 17.6 gm. 
and measuring 3.8 x 3.2 by 2.0 cm., was covered by 
an intact capsule to which strands of striated muscle 
were adherent on one side. The cut surface was gray- 
ish white, resilient but firm and showed small em- 
bossed lobules. After examination of frozen sections 
the diagnosis “benign mesodermal tumor possibly 
of smooth muscle origin” was made. 
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Figure 4.—Section of tumor stained with hematoxylin 
and eosin (X 360). 


Histologic preparations (Figure 4) showed poorly 
defined globular areas of deeply eosinophilic hya- 
line material imbedded in fibroblastic tissue. Within 
the hyaline there were scattered vesicular and pyk- 
notic nuclei, often lying in apparently artifactitial 
lacunae. At the periphery of these areas there was a 
more cellular tissue composed of fibroblasts ar- 
ranged in small whorls surrounding capillary vessels. 
There were also frequent dilated and tortuous capil- 
laries nearby. Those cells bordering on the hyaline 
tended to have a radial arrangement. The globular 
complexes described were separated by a less cellular 


Infectious Mononucleosis 


Treatment with Corticotropin 


ROBERT L. BRUTSCHE, M.D., and 
CHARLES F. NAEGELE, M.D., San Francisco 


ALTHOUGH in most cases of infectious mononucleo- 
sis the manifestations and the course of the disease 
are fairly well standardized, the symptoms may be 
protean. In the past decade in particular increasing 
attention has been paid to the occasional atypical 
case. Complications such as pneumonitis,*: ® 15 hepa- 
titis,’ thrombocytopenic purpura,! hemolytic ane- 
mia,!° myocarditis,*: > and spontaneous rupture of 
the spleen'! have been described. Involvement of the 
nervous system” has been demonstrated in reports of 
infectious mononucleosis associated with meningitis, 
encephalitis, neuronitis, optic neuritis and periph- 
eral neuropathy. While the disease is usually benign 
and self-limited, seldom producing symptoms other 
than asthenia for more than three to six weeks and 
subsiding without sequelae, in a small number of 


From the Department of Medicine, United States Public’ Health 
Service Hospital, San Francisco. 


408 


fasciculated fibroblastic tissue still rich in capillaries. 
Striated muscle outside the capsule showed perivas.., 
cular lymphocytic infiltration, but was otherwise! 
within normal limits. 

Studies of specially stained specimens indicated 
that the hyaline originated from collagen. There was 
no evidence of fat in frozen sections stained with 
Scarlet R. 

The diagnosis was “angiofibroma, benign,” with 
the comment that the tumor could have originated 
from submesothelial elements of the pleura. 

The patient left the hospital on the fourteenth 
postoperative day, returned to work as a department 
store floor manager in two months and remained in 
excellent health except for a brief episode of herpes 
zoster just below the operative scar three months 
after operation. 


SUMMARY 


In a patient who had had localized pain high in 
the abdomen for five years a tumor of the diaphragm 
was visualized, indecisively at first, in x-ray films of 
the chest and then definitively after injection of air 
into the peritoneum. 

The mass was removed and was diagnosed as 
benign. The patient recovered. 

3741 Stocker Street ( Harvey) . 
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cases it causes severe and prolonged illness® and 
sometimes death.*: 1” 

Since the evidence at present does not justify 
more than hypothetical designation of the causative 
agent, treatment is essentially supportive. Careful 
studies have shown that the course and duration of 
the disease are not changed by the use of penicillin,® 
aureomycin® 14 or chloramphenicol.’* In the case 
herein reported a patient severely ill with the compli- 
cations of infectious mononucleosis was treated with 
corticotropin (ACTH) and prompt recovery from 
critical illness ensued. 


CASE REPORT 


A 21-year-old white Coast Guardsman was ad- 
mitted to the U. S. Public Health Service Hospital, 
San Francisco, October 16, 1952, with complaint of 
soreness in the neck. Four days previously he noted 
the gradual onset of dull aching in the back of the 
neck, extending out to the shoulders. This did not 
respond to local treatment with a heat lamp but 
became associated with generalized aching, particu- 
larly in the low back and the joints of the extremi- 
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TABLE 1.—Laboratory data 
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ties. In addition, severe frontal and occipital head- 
ache, anorexia, malaise, chills and fever developed. 

On admission the patient appeared to be acutely 
ill and lethargic. The face and trunk were slightly 
erythematous. The temperature was 104° F., the 
pulse rate 100 per minute and respirations 20 per 
minute. Slight enlargement of lymph nodes in the 
posterior cervical, axillary, inguinal and femoral 
regions on both sides was noted. 

Leukocytes numbered 9,300 per cu. mm. of blood— 
79 per cent neutrophils, 13 per cent lymphocytes, and 
8 per cent monocytes. No abnormal lymphocytes 
were seen. The number of erythrocytes and-the hemo- 
globin content were within normal limits. The 
sedimentation rate (Wintrobe) was 24 mm. in one 
hour. The heterophile antibody titer was 1:28. These 
and other subsequent pertinent laboratory findings 
are shown in Table 1. 

During the first four days of hospitalization, the 
temperature ranged from 99° F. to 105° F. daily. 
No abnormalities were noted in a roentgenogram of 
the chest or in an electrocardiogram. Results of uri- 
nalyses, serological tests for syphilis, examination of 
blood smears for malaria parasites, cultures of blood 
and urine, stool examinations and cultures, exam- 
ination and culture of material from the throat, 
spinal fluid examination, and agglutination tests for 
typhoid, paratyphoid, brucella and bacillus Proteus 
OX, were all negative. 


Although the patient’s spiking temperature de- 
clined somewhat, ranging from 100° F. to 102° F., 
increasing malaise and progressively more severe 
soreness of the throat was noted. Pronounced pharyn- 
geal hyperemia and extensive edema involving 
the uvula and soft palate was demonstrated. Only 
normal flora grew on repeated cultures of material 
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from the throat. The lymph nodes in the anterior 
cervical regions became enlarged and the swelling 
became strikingly prominent in all other areas. 

On October 20, the fifth hospital day, leukocytes 
numbered 7,900 per cu. mm., with 66 per cent 
lymphocytes, of which 2 per cent were abnormal. 
On October 24 the heterophile antibody titer was 
1:7168, with a titer of 1:224 after absorption with 
guinea pig kidney, and 1:3.5 after beef erythrocyte 
absorption. An electrocardiogram showed abnormal 
T-wave inversion in precordial leads V,, V; and V, 
(Figure 1). 

On October 25 administration of oxytetracycline 
(Terramycin) was begun, in dosage of 500 mg. by 
mouth every six hours. Despite intensive supportive 
therapy, the patient’s condition appeared to deterio- 
rate. The fever continued as before; anorexia and 
malaise were profound; pharyngeal pain became so 
severe that even with the transient relief provided 
by narcotics, oral ingestion of any material became 
impossible. A protodiastolic gallop rhythm was 
heard at the cardiac apex, and an electrocardiogram 
showed further T-wave inversion in precordial leads 
V; and Vz. The cephalin flocculation reaction was 
4 plus in 48 hours, and bromsulfalein retention was 
33 per cent in 45 minutes. When Terramycin was 
discontinued on October 28 after a total of 7 gm. had 
been given, the patient appeared prostrate. 

Administration of corticotropin was begun on the 
fourteenth hospital day. Twenty-five milligrams in 
1,000 milliliters of 5 per cent glucose in water was 
given by intravenous drip over a period of ten hours. 
This was repeated the following day. Subsequently 
daily doses were reduced by 5 mg., until at the ter- 
mination of therapy after six days a total of 100 
mg. of corticotropin had been given. The patient’s 
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Figure 1.—Precordial leads V., Vs, and V. showing re- 
versal of T-wave abnormalities 48 hours after onset of 
corticotropin therapy. 


temperature dropped to normal on the first day of 
corticotropin therapy and remained normal there- 
after. By the end of the second day of therapy, clin- 
ical improvement was striking. The patient became 
progressively more alert, pharyngeal edema and 
lymphadenopathy subsided, and heart sounds and 
electrocardiographic tracings returned to normal. 
Ravenous appetite developed and the patient rapidly 
gained weight and strength despite refusal to remain 
in bed after discontinuance of corticotropin therapy. 
The swelling of the lymph nodes regressed completely. 
The leukocyte content and differential returned to 
normal; abnormal lymphocytes were no longer de- 
tected in peripheral blood, and the heterophile anti- 
body titer began to decline (Table 1). 

The patient was discharged from the hospital 
November 26. The heterophile antibody titer con- 
tinued to decline (Table 1) and the patient remained 
clinically well. 


COMMENTS 


The case presented illustrates some of the impor- 
tant therapeutic problems in infectious mononucleo- 
sis of unusual severity. Within the first two weeks of 
the patient’s illness, characteristic serologic, hema- 
tologic and clinical manifestations confirmed the 
diagnosis of infectious mononucleosis. Despite early 
hospitalization and the benefit of all possible sup- 
portive care, the clinical course was at first one of 
slow deterioration. Although jaundice and hepato- 
megaly never appeared, hepatic involvement was 
undoubtedly present to some degree, as evidenced 
by the abnormality of blood chemical determina- 
tions. In addition the clinical change in the heart 
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sounds and significant T-wave inversions in the 
electrocardiogram were indicative of myocarditis. 
When the ability of corticotropin to suppress the 
myocardial involvement in acute rheumatic fever 
was recalled, as well as the nonspecific benefits ob- 
tained in the treatment of acute viral hepatitis,!* it 
was thus felt quite possible that the inflammatory 
response of tissues in this severely ill patient, even 
though caused by an unknown noxious stimulus, 
could be favorably influenced by the hormone. The 
well-known lymphopenic effects* of corticotropin 
also suggested its use at this time, when widespread 
perivascular lymphocytic infiltration seemed present. 

Although the incidence of spontaneous remission 
in this disease makes it difficult to evaluate the effect 
of any therapeutic agent, the dramatic improvement 
in the present case, both clinically and systemically, 
strongly suggested that corticotropin had beneficial 
effect. In addition, the rapid and complete conva- 
lescence without sequelae was contrary to what might 
have been anticipated in so severe a case of infec- 
tious mononucleosis. 


A survey of the literature has revealed only one 
other report* of a similarly severely ill patient 
treated with corticotropin. Rapid improvement coin- 
cident with its use was noted. 


SUMMARY 
A 21-year-old white male severely ill with infec- 
tious mononucleosis, with complications of hepa- 
titis and myocarditis, was treated first with Terra- 
mycin and supportive measures but the illness be- 
came more severe. Corticotropin then was admin- 
istered and the patient promptly improved. 
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Renal Ectopia Associated with Pregnancy 


JOHN W. GATES, M.D., Visalia 


THE PROBLEM of a primipara entering the first stage 
of labor with the head of the fetus not engaged in 
the birth canal is difficult to diagnose and sometimes 
to treat. While the case here reported is extremely 
unusual, it presents some of the difficulties often 
involved. 


The patient, a 20-year-old Negro, was admitted to 
Fresno County Hospital at 4 a.m. January 28, 1953. 
She said that labor had begun two hours before 
admission and that pains were occurring every 10 
to 15 minutes. The patient had had no prenatal med- 
ical care. The last menstrual period was on April 11, 
making the estimated date of confinement January 
16. Spontaneous abortion at two months terminated 
a previous pregnancy some three years earlier. 


The blood pressure was 122/62. The fundus of the 
uterus was 37 cm. by MacDonald’s measurement. 
The fetal vertex was not engaged in the birth canal 
and the cervix was not effaced. The fetal heart was 
heard in the right lower quadrant of the abdomen 
and the rate was 144. For the next 12 hours labor 
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was desultory and in that period the patient was 
urged to ingest fluids and was made to walk. In x-ray 
films the pelvis was seen to be large and gynecoid. 
Labor became well established after the first 12 
hours, contractions 30 to 40 seconds in duration 
occurring every 3 minutes. The cervix then was ef- 
faced 90 degrees and dilated 2 cm. The membranes 
had ruptured spontaneously an hour before. Hillis’ 
maneuver did not depress the head into the pelvis. 
The patient was observed for two hours longer and 
cervical dilation progressed to 7 cm. but there was 
no descent of the head. 

With a preoperative diagnosis of dystocia, prob- 
ably caused by a pelvic tumor possibly fibromyoma, 
a lower segment transverse cesarean section was 
done and a viable infant weighing 7 pounds 6 ounces 
was delivered. After the uterine incision was closed 
the pelvis was explored and a mass 6 x 6 x 4 cm. 
was observed lying on the sacral promontory. The 
peritoneum was incised and the mass was identified 
as a kidney with the pelvis facing the right side. 
The left kidney was then palpated and found to be in 
normal position. The incision was closed and the 
patient made uneventful recovery. 

In an intravenous pyelogram taken on the sixth 
postpartum day the ectopic kidney was observed to 
be excreting dye normally. Slight hydro-ureter con- 
sistent with pregnancy was noted on the normal side. 
The patient was discharged on the eighth postpartum 
day. She was examined six weeks and three months 
later and no abnormalities were observed. 


DISCUSSION 


Pelvic ectopia associated with pregnancy is rare. 
The most extensive review of this condition is found 
in the Obstetrical and Gynecological Survey of 1937, 
page 737. In the case here reported the condition 
was not diagnosed until after labor had started, but 
it can be discovered by careful pelvic examination 
in the prenatal period. Pelvimetry, urographic ex- 
amination and other urologic studies should then be 
carried out. Decision as to whether to attempt deliv- 
ery by the vaginal route or carry out cesarean sec- 
tion is less difficult now that the latter has become 
relatively safe. 

311 South Floral Street. 
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Doctors, Veterans and Citizens 


CALIFORNIA PHYSICIANS have taken the lead in efforts 
to provide high-quality, personalized medical care 
for veterans with service-connected conditions. 
Through the California Physicians’ Service Veterans 
Home Town Care Program, the medical profession 
of this state has not only provided outstanding care 
for thousands of veterans, it has done so at a cost 
to the government less than the cost of care provided 
directly by the Veterans Administration. This is just 
as it should be, since it is always more economical 
to arrange for and distribute medical services at the 
local than at the federal level. 

There are approximately 20,272,000 veterans in 
the United States, of whom 1,614,000 reside in Cali- 
fornia. Of this number in California, about 260,000 
have a condition incurred in service for which they 
are entitled to medical out-patient and hospital care 
at government expense. These are federal estimates. 
The actual case load under out-patient treatment in 
California averages 20,400 veterans per month, of 
which total 12,000 are treated by CPS physician 
members, 7400 are treated in VA out-patient clinics, 
and 1000 by private physicians not members of 
CPS. The VA operates out-patient clinics in the 
Regional Offices in San Francisco, Oakland, Los An- 
geles and San Diego. 

Reliable estimates indicate that the average cost 
per visit in the Veterans Administration clinics is 
$11.38, as compared with an average cost of $5.90 
per visit under CPS Home Town Care. If every vet- 
eran in California with a service-connected disabil- 
ity were treated by his family physician, it is com- 
puted that there would be a direct saving of almost 
$700,000 a year to the government. 


In addition to this out-patient problem, there is, 
of course, the hospital problem. Official figures show 
that 85 per cent of patients discharged from VA hos- 
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pitals during 1952 had been admitted for non- 
service connected conditions. Since the average stay _ 
in a VA general medical and surgical hospital is four 
times that in similar civilian hospitals, it is obvious 
that veterans with non-service connected conditions 
of this kind could be taken care of much more eco- 
nomically and efficiently under local private or 
county auspices. The amount of money that would be 
saved in such circumstances is literally huge. The 
efficiency of medical care that would be rendered is 
probably greater. 

In addition to all of the above, the medical pro- 
fession is faced with aid in the pension and com- 
pensation program. Compensation and pension pay- 
ments for the fiscal year 1953 amounted to $1,768,- 
225,496. According to a report in the minutes of the 
thirty-first meeting of the Council of Chief Consult- 
ants to the Veterans Administration, held last Sep- 
tember in Washington, D. C., the conditions for 
which veterans are receiving compensation include 
the following: 


Number of veterans 
receiving compensation 


Condition 
Muscle injuries 
Anxiety reaction and hysteria 
Flat feet 
Scars, tender 
Dermatophytosis 
Painful low back 
Frozen feet 
Rheumatic heart disease 
Varicose veins 
Bursitis and synovitis 
Pleural cavity injuries......................... seceateden 
Bronchitis 
Hydronephrosis, cystitis and prostatitis 
Gastric resection 
Amebic dysentery 
Hyperthyroidism 


Attention was called to the compensation and pen- 
sion aspect of the veterans program in a recent 
letter addressed by a California physician to the 
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editor of the Journal of the American Medical Asso- 
ciation.’ Citing the minutes of the Council of Con- 
sultants previously referred to, the correspondent 
noted that in connection with the 190,000 pensions 
for muscles injuries, one of the consultants had said 
that “people who simply complain long and loud are 
given a rating.” The correspondent also called at- 
tention to information, contained in the minutes, 
that a recent survey had shown that 85 per cent of 
the 3,500 veterans who were given pensions because 
of gastric resection were well and working, but that, 
even so, most such veterans get 40 per cent com- 
pensation. 

Since the author of the letter to the editor of the 
J.A.M.A. obviously possesses an inquiring mind 
(who else would peruse the document from which 
his information came) perhaps it is well to make 
further use of his perspicacity by quoting further 
from his epistle: 

“In addition to the billions being spent on com- 
pensation and pensions for the conditions above 
mentioned, a serious professional problem arises 
from the fact that every VA regional office and hos- 
pital is being cluttered up with these persons getting 
their chests, sinuses, backs, feet and so forth exam- 
ined, reviewed, and ‘treated’ every few months in 
order to maintain their claims. The classic example 
in one regional office is the man with a low back 
strain who has been getting heat treatment every 
week for six years. 

“What can the profession do about this situation? 
(1) It should publicize the facts. Perhaps an awak- 
ened public will elect less wasteful or generous con- 
gressmen. (2) It should consider suspending esoteric 
research [in VA hospitals] until it has established 
criteria that will permit better evaluation of the 
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above alleged diseases. (3) It should consider assist- 
ing the medical director of the Veterans Administra- 
tion so that his policy for dental programs might be 
extended to medical programs. 

“The very able and conscientious director (Ad- 
miral Boone) reports that there is a backlog of 
almost 400,000 persons awaiting dental treatment, 
not because of lack of dentists but because Congress 
did not appropriate sufficient funds for the program. 
Indeed, it is predicted that the backlog will exceed 
800,000 by June 1955, unless Congress appropriates 
over 50 million dollars. The medical director makes 
the significant statement: ‘A critical analysis of the 
out-patient dental activities indicates that continued 
repeated care of service-connected, non-compensable 
dental disabilities is a major factor in the increasing 
cost of the program. My advisors feel that it is 
administratively and professionally sound to restrict 
benefits for service connected, non-compensable den- 
tal disabilities to the furnishing of maximum bene- 
fits on a one-time basis, and that it should not be 
mandatory under general regulations for the Veter- 
ans Administration to assume responsibility for con- 
tinued therapy.’ Except for those veterans truly 
wounded in action or with other truly service con- 
nected conditions that can be benefited by medical 
science, some sort of halt should be called to con- 
tinued, ineffective treatment for non-disabling and 
questionable conditions. The enormous compensa- 
tion paid for these minor conditions should be re- 
duced to a realistic and equitable figure. The public 
deserves no less.” 


REFERENCE 
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Council Meeting Minutes 


Tentative Draft: Minutes of the 405th Meeting of 
the Council of the California Medical Association, 
San Francisco, March 21, 1954. 


The meeting was called to order by Chairman 
Shipman in the California Room, Palace Hotel, 
San Francisco, at 9:30 a.m., Sunday, March 21, 
1954. 


Roll Call: 


Present were President Green, President-Elect 
Morrison, Speaker Charnock, Vice-Speaker Bailey, 
Councilors West, Wheeler, Loos, Sampson, Pear- 


man, Ray, Shipman, Lum, Bostick, Teall, Varden, 
Frees, Carey, Kirchner and Reynolds, Secretary 
Daniels and Editor Wilbur. 


A quorum present and acting. 


Present by invitation during all or a part of the 
meeting were Messrs. Hunton, Thomas, Clancy, Gill- 
ette and Pettis of C.M.A. staff; legal counsel Hassard, 
county society executive secretaries Scheuber of 
Alameda-Contra Costa, Bannister of Orange, Foster 
of Sacramento, Nute of San Diego, Wood of San 
Mateo and Donovan of Santa Clara; Dr. Malcolm 
Merrill, state director of public health; Dr. H. L. 
Gartshore, representing the psychiatrists; Dr. T. J. 
Rossitto, secretary of the Placer-Nevada-Sierra 
County Medical Society; Dr. S. M. Tepper, president 
of Imperial County Medical Society; Dr. W. J. 
Rudee, president of Sonoma County Medical So- 
ciety; Dr. Samuel R. Sherman, president of San 
Francisco Medical Society; Dr. Burt Davis, presi- 
dent of Santa Clara County Medical Society; Doctors 
Leslie B. Magoon and Henry Gibbons III of the 
Medical Services Commission; Dr. Francis J. Cox, 
chairman of the Committee on Industrial Accident 
Commission; Dr. Dwight H. Murray, chairman of 
the Committee on Public Policy and Legislation, and 
his son, Dwight H. Murray, Jr.; Ben H. Read, 
executive secretary of the Public Health League of 
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California, and Rollen Waterson, health insurance 
consultant. 


1. Minutes for Approval: 


(a) On motion duly made and seconded, minutes 
of the 404th Council meeting, held January 30, 1954, 
were approved. 


(b) On motion duly made and seconded, minutes 
of the 24lst Executive Committee meeting, held 
January 30, 1954, were approved. 


(c) On motion duly made and seconded, minutes 
of the 242nd Executive Committee meeting, held 
February 24, 1954, were approved. 


2. Membership: 


(a) A report of membership as of March 19, 
1954, was received and ordered filed. 


(b) On motion duly made and seconded in each 
instance, Retired Membership was voted to 13 
applicants. These were: John A. Azevedo, Katherine 
Bishop, Earl B. Newton, George E. Walton, Alameda- 
Contra Costa County; Charles O. Mitchell, Fresno 
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County; Charles R. Jones, San Diego County; James 
R. Dillon, Joseph H. D. Roger, Henry J. Sartori, 
San Francisco County; G. B. Jackson, William D. 
Sink, Santa Barbara County; Alexander C. Ander- 
son, Sonoma County, and William Felberbaum, 
Ventura County. 


(c) On motion duly made and seconded in each 
instance, Associate Membership was voted for 24 
applicants. These were: Warren Beasley, Fresno 
County; John A. Carswell, Humboldt County; Max- 
well J. Binder, John D. Briggs, C. G. Craddock, Jr., 
Albert E. Fleming, Lilly A. Geiger, John R. Geary, 
Jr., Helen Marie Hale, Maria A. Herz, Miriam 
Hubbell, Sanford H. Lawrence, Alan Leslie, Theo- 
dore A. Montgomery, Bernard J. O'Loughlin, Paul- 
line O. Roberts, David H. Solomon, Bertram Taub, 
Los Angeles County; Stanley E. Coffey, Napa 
County; Lewis E. Nolan, Sacramento County; Rob- 
ert H. McCrackin, San Diego County; Alfred W. 
Childs, San Francisco County; Robert D. Rowan, 
Santa Clara County, and Edith L. Mythaler, Stanis- 
laus County. 


(d) On motion duly made and seconded, reduc- 
tions of dues were approved for 25 applicants be- 
cause of postgraduate study or protracted illness. 


3. Financial: 


(a) A report of bank balances as of March 19, 
1954, was received and ordered filed. 


(b) On motion duly made and seconded, it was 
voted to refer to the Executive Committee a request 
from the Sacramento Society for Medical Improve- 
ment for funds to assist in a public relations pro- 
gram. 


(c) Doctor Charnock outlined a meeting of 
medical students planned for April 25 in Los An- 
geles. On motion duly made and seconded, it was 
unanimously voted to approve the expenditure of 
an estimated $1,000 to underwrite this meeting. 


(d) On motion duly made and seconded, it was 
unanimously voted to add $1,000 to the current 
appropriation for the Medical Services Commission, 
to carry that commission through the fiscal year. 


4. Medical Care for Mexican Nationals: 


Councilor Varden and Dr. S. M. Tepper, president 
of the Imperial County Medical Society, discussed 
the situation surrounding the care of Mexican 
nationals brought to that county as agricultural 
workers. Questions have been raised as to the pro- 
priety of handling the medical care of these workers 
through a closed-panel medical group. On motion 
duly made and seconded, it was voted to refer this 
question to the Executive Committee for further 
study. 
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5. San Jose Hospital Situation: 


Doctors Burt Davis and Leslie B. Magoon dis- 
cussed the situation surrounding a hospital in San 
Jose, where the selection of the attending staff has 
been taken over by the hospital administrator. The 
Santa Clara County Medical Society has been work- 
ing to clarify this situation. On motion duly made 
and seconded, it was unanimously voted to appro- 
priate $2,000 to aid in this work. 


6. State Department of Public Health: 


Dr. Malcolm Merrill, State Director of Public 
Health, discussed the current status of poliomyelitis 
vaccine tests, gamma globulin, the investigation of 
encephalitis etiology and several federal legislative 
proposals now before Congress. He also reported 
that a statewide morbidity survey, previously ap- 
proved by the Council would get under way in 
about another 30 days. 

On motion duly made and seconded, it was voted 
unanimously to express to Dr. Wilton L. Halverson, 
recently resigned as State Director of Public Health, 
the Council’s appreciation for his past services and 
best wishes for his future activities. 

The chairman greeted Dr. Merrill in his new posi- 
tion and expressed the Council’s wish to work 
cooperatively with him and his department. 


7. Medical Services Commission: 


Dr. Francis J. Cox reported on a pilot study un- 
dertaken by his subcommittee of the Medical Services 
Commission on the question of relative values in 
fee schedules. He suggested that the pilot study be 
continued and that possibly in the future a state- 
wide study be undertaken. On motion duly made 
and seconded, it was unanimously voted to approve 
the payment of about $500 in costs incurred in this 
study to date. 

Mr. Rollen Waterson presented a report which 
he had previously made to the Medical Services 
Commission relative to health insurance. The Com- 
mission has not yet acted upon this report but plans 
to meet April 10 for that purpose. After considerable 
discussion, it was moved, seconded and voted to 
approve the report in principle, without approving 
its details, and to consider the report by mail ballot 
of the Council following its presentation after April 
10 by the Medical Services Commission. 

8. California Physicians’ Service: 

Mr. K. L. Hamman, executive vice-president of 
California Physicians’ Service, reported that the 
membership is now about 627,000 members and 
gaining, that about 75 per cent of the groups are 
from 5 to 24 people, and that aside from three large 
statewide groups, the average group is 17 people. 
He also reported that the dissolution of joint opera- 
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tions in Southern California had been completed in 
January. 


9. Committee on Industrial Accident Commission: 

Dr. Francis J. Cox, chairman of the Committee 
on Industrial Accident Commission, gave a progress 
report on the application for more equitable indus- 
trial fees. A meeting of interested groups is sched- 
uled for March 22 and a third public hearing before 
the Industrial Accident Commission for March 29, 


10. Committee on Associated Societies and 
Technical Groups: 


Dr. H. Gordon MacLean, chairman, reported that 
his committee had investigated the proposed recog- 
nition of organizations of medical assistants and 
recommended their approval. On motion duly made 
and seconded, it was voted to approve the report. 


11. Public Policy and Legislation: 


Dr. Dwight H. Murray, chairman of the Com- 
mittee on Public Policy and Legislation, discussed 
a proposal to eliminate from the state budget an 
item for subsidizing the training of public health 
physicians and other personnel. On motion duly 
made and seconded, it was voted to disapprove the 
inclusion of this item in the state budget. 

Mr. Ben H. Read, executive secretary of the 
Public Health League of California, reported on 
studies currently being undertaken by interim com- 
mittees of the Legislature and on proposed changes 
in the narcotics laws. It was agreed the Association 
should work with a member of the Assembly on the 
latter subject. 


12. Advisory Planning Committee: 


Mr. Hunton reported on a meeting of the com- 
mittee and requested the Council to appoint Mr. 
William L. Scheuber, executive secretary of the 
Alameda-Contra Costa Medical Association, as a 
member of the committee. On motion duly made and 
seconded, this appointment was approved. 


13. Physicians’ Telephone Exchange Services: 


Mr. Hunton reported on a meeting held March 19 
with representatives of several physicians’ telephone 
exchange services who have organized the Physi- 
cians’ Telephone Exchanges of California and sought 
approval of the Association. On motion duly made 
and seconded, it was voted to authorize Mr. Hunton 
to continue working with this group to determine the 
requirements of such services. 


14. Trustees of California Physicians’ Service: 


On motion duly made and seconded, it was voted 
to nominate Doctors C. Glenn Curtis, Philip N. 


Baxter, Thomas N. Foster and N. Norman O'Neill 
to succeed themselves as Trustees of California 
Physicians’ Service. 


15. Committee on Public Health and Public 
Agencies: 

Dr. Hollis L. Carey reported for the committee, 
which recommended that the State of California not 
withhold payments for the care of tuberculosis 
patients who are part-pay patients. On motion duly 
made and seconded, this recommendation was ap- 
proved. 

On motion duly made and seconded, it was voted 
to approve the cooperation of county medical so- 
cieties with county boards of supervisors in imple- 
menting the above action and in local application 
of the means test. 

On motion duly made and seconded, it was voted 
to approve the action of the committee in approving 
a study of the blind, using funds from the Kellogg 
Foundation. 

16. Cancer Commission: 

Councilor Teall discussed a pamphlet issued by 
the American Cancer Society and referring to the 
referral of patients to a panel of interested physi- 
cians. The Sacramento Society for Medical Improve- 
ment has adopted a report criticizing the implica- 
tions of such referrals. On motion duly ‘made and 
seconded, it was voted to refer the Sacramento report 
to the Cancer Commission. 


17. Disciplinary Procedure: 

Dr. Charnock reported that his efforts at concilia- 
tion in a disciplinary procedure involving two mem- 
bers in San Diego County had been fruitless. 


18. Vocational Nursing: 

Dr. Morrison reported that a proposed list of 
training procedures for vocational nurses would be 
forwarded to the members of the Council, whose 
comments and suggestions are solicited. 


19. Mental Health: 

Dr. H. L. Gartshore recommended that a com- 
mittee with a representative of each of the three 
psychiatric societies, north, south and central, be 
appointed to assist and advise the Council on psy- 
chiatric problems. 


Adjournment: 
There being no further business to come before it, 
the meeting was adjourned at 5:30 p.m. 


SipneEyY J. SHipMAn, M.D., Chairman 
AusertT C. DanteEzs, M.D., Secretary 
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Inu Memoriam 


Fow er, Harry L. Died in Los Angeles, March 12, 1954, 
aged 60. Graduate of Rush Medical College, Chicago, 1922. 
Licensed in California in 1922. Doctor Fowler was a mem- 
ber of the Los Angeles County Medical Association. 


+ 


Fraser, Donatp A. Died in San Francisco, March 21, 
1954, aged 68. Graduate of Cooper Medical College, San 
Francisco, 1909. Licensed in California in 1909. Doctor Fra- 
ser was a member of the Solano County Medical Society. 


+ 


JeNsEN, Jens P. Died in San Francisco, March 29, 1954, 
aged 64, Graduate of Stanford University School of Medi- 
cine, Stanford University-San Francisco, 1922. Licensed in 
California, in 1922. Doctor Jensen was a member of the San 
Francisco Medical Society. 


+ 


Kitcore, GeorcE L. Died in San Diego, January 13, 1954, 
aged 51, of carcinoma of the pancreas. Graduate of Emory 
University School of Medicine, Emory University, Georgia, 
1926. Licensed in California in 1931. Doctor Kilgore was a 
member of the San Diego County Medical Society. 


+ 


KraayMeEs, Henry J. L. Died in Oakland, February 6, 
1954, aged 54, of myocardial inclusion. Graduate of Rijks- 
Universiteit te Groningen Medische Faculteit, Netherlands, 
1935. Licensed in California in 1937. Doctor Kraaymes was 
a member of the Alameda-Contra Costa Medical Association. 


+ 


LasH.eE, CiaupE H. Died in San Bernardino, March 20, 
1954, aged 74, Graduate of Hahnemann Medical College of 
the Pacific, San Francisco, 1904. Licensed in California in 
1904. Doctor Lashlee was a member of the San Bernardino 
County Medical Society. 


+ 


Patton, Frep P. Died in North Sacramento, February 28, 
1954, aged 80, of cerebral hemorrhage, Graduate of Rush 
Medical College, Chicago, 1901. Licensed in California in 
1943. Doctor Patton was a member of the Sacramento So- 
ciety for Medical Improvement. 


+ 


Rossins, Davin R. Died in Los Angeles, March 18, 1954, 
aged 62, of coronary occlusion. Graduate of the University 
of Oregon Medical School, Portland, 1923. Licensed in Cali- 
fornia in 1924, Doctor Robbins was a member of the Los 
Angeles County Medical Association. 
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Suarp, Hartow B. Died in Fresno, March 17, 1954, aged 
44, of coronary artery disease. Graduate of Rush Medical 
College, Chicago, 1937. Licensed in California in 1945. Doc- 
tor Sharp was a member of the Fresno County Medical 
Society. 

% 


Siesert, Atrrep A. Died in Alameda, March 21, 1954, 
aged 58. Graduate of St. Louis University School of Medi- 
cine, Missouri, 1927. Licensed in California in 1929. Doctor 
Siebert was a member of the Alameda-Contra Costa Medical 
Association. 


+ 


Sincer, Jacos J. Died in Beverly Hills, April 13, 1954, 
aged 71, of coronary artery disease. Graduate of Washing- 
ton University School of Medicine, St. Louis, Missouri, 1904. 
Licensed in California in 1937. Doctor Singer was a retired 
member of the Los Angeles County Medical Association, 
the California Medical Association, and an associate mem- 
ber of the American Medical Association. 


+ 


Situ, Wirsurn. Died in Glendale, April 6, 1954, aged 
74, Graduate of the American Medical Missionary College, 
Battle Creek, Michigan, and Chicago, Illinois, 1905. Licensed 
in California in 1913. Doctor Smith was a member of the 
Los Angeles County Medical Association. 


+ 


Starr, Russert W. Died in Los Angeles, April 8, 1954, 
aged 57. Graduate of the College of Medical Evangelists 
Loma Linda-Los Angeles, 1923. Licensed in California in 
1923. Doctor Starr was a member of the Los Angeles County 
Medical Association. 


id 


Stimson, Horace P. Died in Inglewood, March 29, 1954, 
aged 56. Graduate of Harvard Medical School, Boston, 1922. 
Licensed in California in 1946. Doctor-Stimson was a mem- 
ber of the Los Angeles County Medical Association. 


+ 


Swanson, Cuares F, Died in Los Angeles, March 17, 
1954, aged 71. Graduate of Chicago College of Medicine 
and Surgery, Illinois, 1910. Licensed in California in 1921. 
Doctor Swanson was a member of the Los Angeles County 
Medical Association. 


+ 


Watson, Ricuarp G. Died in Oakland, December 18, 
1953, aged 64. Graduate of Columbia University College of 
Physicians and Surgeons, New York, 1918. Licensed in 
California in.1919. Doctor Watson was a retired member of 
the Alameda-Contra Costa Medical Association, the Califor- 
nia Medical Association, and an Associate member of the 
American Medical Associatien. 





NEWS & NOTES 


NATIONAL ¢ STATE « COUNTY 


ALAMEDA - 


Dr. Joseph Stokes, Jr., member of the faculty of the 
University of Pennsylvania, will be visiting lecturer for the 
third annual Clifford Sweet Lectureship at Children’s 
Hospital of the East Bay in Oakland, California, May 26, 27, 
and 28. Morning and afternoon meetings will be held Wed- 
nesday, Thursday, and Friday at the hospital, and the 
Sweet Lecture will be given Friday evening following a 
banquet at the Berkeley Women’s City Club in Berkeley. 
There Dr. Stokes will speak on “Viral Hepatitis as Related 
to Pediatrics.” 


All sessions will be open to physicians wishing to attend. 
Reservations for the Friday night banquet and lecture may 
be made through Children’s Hospital of the East Bay. 


The Clifford Sweet lectureship was instituted two years 
ago by the medical staff of Children’s Hospital of the East 
Bay in honor of Dr. Sweet, for 30 years chief of staff there, 
and now emeritus chief of medicine. 


* * * 


Officers of the East Bay Psychiatric Association for 
the year 1954 are as follows: Dr. Albert Ackerman, presi- 
dent; Dr. Douglas Kelley, president-elect; Dr. Dora Fish- 
back, secretary, all of Berkeley; and Dr. J. E. Neighbor, 
treasurer, Walnut Creek. Dr. William Sheehy of Berkeley 
and Dr. Herbert C. Archibald of Orinda were elected 
councillors. 


LOS ANGELES 


The American Proctologic Society will hold its 53rd 
Annual Meeting at the Hotel Statler in Los Angeles on 
June 2-5, 1954. 

In addition to numerous scientific papers on proctologic 
subjects, there will be symposia both on anorectal and 
colonic surgery. 

Physicians desiring to attend the meeting should com- 
municate with the secretary, Dr. Stuart T. Ross, 131 Fulton 
Avenue, Hempstead, New York. 


* * * 


A $19,000 grant to the White Memorial Hospital and 
the College of Medical Evangelists. for the establishment 
of a multiple sclerosis diagnostic and rehabilitation 
clinic was announced by Dr. J. J. Karpeles, chairman of the 
Multiple Sclerosis Society of Southern California. 

The White Memorial Clinic will accept for intensive study 
and treatment a limited number of patients who have 
multiple sclerosis or in whom it is suspected. These patients 
will be charged for services on a sliding scale based on their 
ability to pay. 

+ * * 

Dr. Donald C. Collins, Hollywood, was installed as 
president of the International Academy of Proctology at the 
annual convention of the organization held last month in 
Chicago. 
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SAN FRANCISCO 


The American Society for the Study of Sterility 
will hold its 1954 convention at the St. Francis Hotel, San 
Francisco, on Friday, Saturday and Sunday, June 18, 19 
and 20, immediately preceding the American Medical Asso- 
ciation meeting. The meetings are open to all physicians 
interested in this field. The registration fee for non-members 
is $10. (Medical students, interns and residents may register 
without charge.) Registration should be made in advance 
by communicating with Herbert H. Thomas, M.D., Secre- 
tary, American Society for the Study of Sterility, 920 South 
19th Street, Birmingham, Alabama. 


* * * 


Dr. John J. Sampson of San Francisco was elected 
vice-president of the American Heart Association at the 
Annual Meeting of the organization in Chicago last month. 
Dr. Francis L. Chamberlain, a past president of the San 
Francisco Heart Association, was elected to the board of 
directors of the national group, and Drs. Ellen Brown and 
Maurice Sokolow to membership in the assembly. 


* * * 


Developments in the field of research on high blood 
pressure are described in five scientific reports of original 
investigative work which are included in the newly pub- 
lished proceedings of the 1953 Annual Meeting of the 
Council for High Blood Pressure Research of the American 
Heart Association. The cloth bound, 96-page hard cover 
monograph is available from the California Heart Associa- 
tion, 45 Second Street, San Francisco, at a cost of $2 a copy. 
The brief reports, which deal with relations between endo- 
crine secretions and electrolyte and fluid balance and hyper- 
tension, were presented by authorities who summarized their 
own recent work and the investigations of others in the field. 


GENERAL 


Persons having material they wish to present at the sec- 
ond annual meeting of the Inter-Society Cytology Coun- 
cil which will be held in Boston, November 12 and 13, 1954, 
are invited to submit three copies of the title and an 
informative abstract of not more than 200 words to Dr. 
John B. Graham, Chairman of the Program Committee, 32 
Fruit Street, Boston, Massachusetts, before July 15, 1954. 
Abstracts of all papers accepted will be published in the 
official program. With regard to material, the announcement 
said: “The diagnostic accuracy in cancer of the cervix and 
the lung is so well established that further verification at 
this meeting is not indicated. Particular attention is sug- 
gested for the endometrium and lesions of the gastro- 
intestinal and urinary tract.” 


* * * 


Dr. Daniel Lieberman was appointed superintendent 
of Mendocino State Hospital, effective April 1, by Dr. Wal- 
ter Rapaport, who recently became director of the State 
Department of Mental Hygiene. Dr. Lieberman succeeds 
Dr. Reginald Rood, who will serve at the new state hospital 


at Atascadero. 
* La * 


The sixth annual American Congress on Obstetrics 
and Gynecology will be held at the Palmer House, Chi- 
cago, December 13-17, 1954. Sponsored by the American 
Committee on Maternal Welfare, Inc., and the American 
Academy of Obstetrics and Gynecology, it will bring 
together the four major groups concerned in the provision 


CALIFORNIA MEDICINE 











of better care for mothers and babies—medicine, nursing, 
public health and hospital administration, according to the 
announcement of the meeting. 

Information about the meeting may be obtained by writ- 
ing to the Sixth American Congress on Obstetrics and 
Gynecology, 116 South Michigan Avenue, Chicago 3, Illinois. 


POSTGRADUATE 
EDUCATION NOTICES 





UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


1. Three-Day Symposia: Otolaryngology in General Prac- 
tice, April 28. 


2. Anesthesiology, May 13-14. 

3. Techniques of Hypnosis, May 17, 18, 19. 

4. Venereal Disease Public Health Conference, May 24-28. 

5. Third Annual Laboratory Technicians Symposium, 
June 19-20. 

Contact: Mrs. Margaret H. Griffith, Assistant Head of 
Postgraduate Instruction, Medical Extension, Univer- 
sity of California, Los Angeles 24, California. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Course in Internal Medicine, American College of Physi- 
cians 


Date: June 14 through 18, all day, University of Cali- 
fornia Extension Building, 540 Powell Street, San 
Francisco. 


Conference on General Surgery 


Date: September 13 through 17, all day, at Medical 
Center. This conference will be offered for the pur- 
pose of stressing the newer concepts, methods of diag- 
nosis, treatment and techniques in surgery. Through- 
out the session emphasis will be placed on the diag- 
nosis and treatment of malignant lesions, Instruction 
will consist of didactic periods, panel discussions, and 
actual operative demonstrations which will be tele- 
vised from the operating room to the lecture hall. 
This program will be designed for general practi- 
tioners who are doing surgery. The class will be 
limited. 


Conference on Fractures and Diseases of the Bone 


Date: September 20 through 23, all day, San Francisco 
County Hospital. The program will cover the newer 
concepts, methods of diagnosis, treatment and tech- 
niques. There will be didactic lectures, panel discus- 
sions, and actual demonstrations of illustrative cases. 
The class will be limited. 


Medicine for General Practitioners 
Date: September 21 to December 7, Tuesday evenings, 
East Oakland Hospital, Oakland, This is a continu- 
ation course which is offered every year, with com- 
plete change of program and speakers. Class limited. 


Evening Lectures in Medicine, Part | and Part 2 
Date: September 16 through December 9, Thursday eve- 
nings, Mills Memorial Hospital, San Mateo. This is 
also a continuation course which will be of interest 
to both internists (Part 1) and to physicians in 
general practice (Part 2). 
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Symposium on Endocrine Diseases and Geriatrics 


Date: October 22, 23, 24 (week-end), University of 
California Extension Building, 540 Powell Street, 
San Francisco. A review of recent developments in 
both fields, with suggestions for the management of 
patients past the age of fifty. 

Contact: Stacy R. Mettier, M.D., Head of Postgraduate 

Instruction, Medical Extension, University of California 

Medical Center, San Francisco 22, California. 


COLLEGE OF MEDICAL EVANGELISTS 


Diseases and Injuries of Bones and Joints (4 weeks) 
Full time. 


Date: July 5 through 30, 1954. Dr. Taylor’s office and 
various hospitals. Tuition: $100.00, G. Mosser Tay- 
lor, M.D., Alonzo J. Neufeld, M.D., and Associates. 
Unless otherwise stated or arranged, courses will be 
held in Osler House, corner State and Michigan Ave- 
nues, 

Contact: Chairman, Section on Graduate and Postgrad- 
uate Medical Education, College of Medical Evangelists, 

312 North Boyle Avenue, Los Angeles 33, California. 





Medical Dates Bulletin 


THIS BULLETIN of the dates of postgraduate education 
assemblies and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. 
MAY 
California Chapter, American College of Chest Physicians, 
Los Angeles, May 8. 
Western Industrial Medical Association, Los Angeles, 
May 8. 
California Medical Association Convention, Los Angeles, 
May 9-13. 
Clifford Sweet Lectureship—May 26-28, Children’s Hospi- 
tal of the East Bay, Oakland. 
JUNE 
American College of Chest Physicians, San Francisco, 
June 17-20. 
American Geriatrics Society—San Francisco, June 17-19. 
American Medical Association, Annual Sessions, _ San 
Francisco, June 21-25. 
OCTOBER 
California Society of Internal Medicine, Yosemite Na- 
tional Park, October 2. 

Los Angeles County Heart Association, Annual Profes- 
sional Symposium on Heart Disease, October 13-14. 
California Academy of General Practice, Sixth Annual 

Scientific Assembly, Los Angeles, October 24, 25, 26, 27. 
NOVEMBER 


Los Angeles Urologic Research Convention, Los Angeles, 
November 8-12. 


C.M.A. REGIONAL AND MEDICAL INSTITUTES 
SouTHERN Counties, Palm Springs, April 22-23. 


AMERICAN MEDICAL ASSOCIATION 


Annual Session, 1954, San Francisco, June 21-25. 
Clinical Session, 1954, Miami, November 30-December 3. 
Annual Session, 1955, Atlantic City, June 6-10. 

Clinical Session, 1955, Boston, November 29-December 2. 
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INFORMATION 


Gamma Globulin and 
Poliomyelitis Vaccine 


A COMMITTEE OF EXPERTS, asked by the U. S. Public 
Health Service to evaluate data collected during 
1953 on the use of gamma globulin in the prophy- 
laxis of poliomyelitis, has reported its preliminary 
findings. In general, the committee concluded that 
beneficial effects were not demonstrated, either in 
the inoculation of family associates of poliomyelitis 
cases, or in the community-wide inoculation of chil- 
dren in selected epidemic areas. 

In 23 communities threatened by an epidemic, the 
biologic was given to all children in selected age 
groups. Because of the difficulty in predicting the 
course of a poliomyelitis epidemic in any given area, 
however, the inoculations in most of these commu- 
nities were given after the peak of the epidemic had 
been passed. It was difficult, therefore, to assess the 
possible effect of the mass inoculations. 

To study the effect of gamma globulin when ad- 
ministered to familial associates, careful study was 
made of families in which two or more cases of 
poliomyelitis were recognized. The committee felt 
that sufficient data were collected to make a valid 
assessment of the biologic when used in associates 
of cases, and found that no measurable effect was 
observed. No change in the familial aggregation of 
cases was noted, nor was it possible to show that 
administration of gamma globulin to exposed per- 
sons affected the severity of paralytic illness occur- 
ring in those familial associates of cases. 

The committee’s studies can be summarized to 
indicate that, as used in 1953 in familial associates 
of cases and in mass inoculation of children in epi- 
demic areas, gamma globulin could not be shown to 
be effective in preventing or modifying paralytic 
poliomyelitis. This should not be interpreted as con- 
tradicting the results of the excellently designed 
field trials conducted by Dr. William McD. Ham- 
mon during 1951 and 1952. Rather, the results of 
1953 clearly show how difficult it may be to transfer 
experimental results directly into practical use. 

National groups advisory to the Office of Defense 
Mobilization, which is responsible for the allocation 
of gamma globulin, soon will make recommendations 


This report was 
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concerning the use of the biologic during 1954 in 
the prophylaxis of poliomyelitis. California’s Ad 
Hoc Advisory Committee on Distribution of GG 
and the State Board of Health have both resolved 
that gamma globulin should be decontrolled at the 
earliest possible date and this information has been 
passed to the office of Defense Mobilization. Gamma 
globulin remains available, of course, for the preven- 
tion or modification of measles and the prophylaxis 
of infectious hepatitis, two well-established usages 
of the substance. 

The most promising hope for the prevention of the 
paralytic consequences of poliomyelitis infection lies 
in the development of an active immunizing agent. 
A number of such preparations have been developed 
in the laboratory, and during 1954 one of these will 
receive extensive testing in the field. 

A vaccine, containing formalin-killed aliquots of 
all three types of poliomyelitis virus, has been pre- 
pared by Dr. Jonas E. Salk, Research Professor of 
Bacteriology, University of Pittsburgh School of 
Medicine. The National Foundation for Infantile 
Paralysis is sponsoring field studies of this vaccine, 
with the cooperation of state and local health depart- 
ments, professional societies, and community volun- 
teers. National groups comprising experts in virol- 
ogy and epidemiology have established rigid stand- 
ards for the preparation of the vaccine material and 
for the design of the nationwide field trials. Each 
lot of vaccine will be assayed independently by three 
laboratories to establish the safety and uniform anti- 
genicity of the vaccine. Before the extensive field 
trials begin, involving from 500,000 to 1,000,000 
children, a minimum of 5,000 children will have been 
inoculated successfully with the cell-free vaccine. 


TWO KINDS OF FIELD TRIAL 


Two epidemiologic designs have been proposed 
for the field trials; both will be used in selected 
counties throughout the nation. In one form, the 
trials comprise the inoculation of children in the 
second grade of school with three successives doses 
of the vaccine. Observation of cases occurring subse- 
quently will be made in this inoculated group, and 
in the uninoculated children of the first and third 
grades of the same school. 

In the second study design, children in the first 
three grades of school will be inoculated, but only 
one-half of these, taken at random, will receive the 
vaccine, while the others will receive an inert mate- 
rial resembling the vaccine. The subsequent occur- 
rence of cases will be studied in these two groups, 
the identity of the material received by a given child 
remaining unknown until the study is completed. The 
latter of these two plans is the one proposed for 
selected communities of California. 
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Whichever plan of study is used, the data collected 
will be analyzed only by a National Evaluation Cen- 
ter, established at the University of Michigan, and 
headed by Dr. Thomas Francis, Jr., professor of epi- 
demiology of the School of Public Health of the 
University. Because of the great size and complexity 
of the field studies, no public announcement of the 
Evaluation Center’s findings is expected until the 
late spring of 1955. 

In California, a committee advisory to the State 
Department of Public Health on matters pertaining 
to gamma globulin and poliomyelitis vaccine has 
studied the proposed field trials with great care and 
has recommended that California participate in the 
studies. This committee includes representatives 
from the California Medical Association, the Cali- 
fornia Osteopathic Association, the California Con- 


ference of Local Health Officers, the State Board of 


Medical Care Costs 
ROLLEN WATERSON, San Francisco 


My ASSIGNMENT is to discuss the costs of services of 
doctors of medicine in relation to your health and 
welfare plans. 

I know something of your problems, and of your 
sincere attempts to solve them. I also know some- 
thing of the needs and hopes of the people you are 
trying to serve. And I have observed the efforts of 
doctors to solve the same problems, and their feelings 
of equal frustration. 

Let’s start with your complaints as administrators 
of Labor’s health and welfare plans: 

You negotiate the money to buy a plan. Then you 
buy one. Then some of your members come storm- 
ing in, saying your plan is no good because it 
didn’t cover this or that procedure and paid only 
part of the doctor’s bill. Then you revise your 
schedule of indemnities upward, broaden the cover- 
age, negotiate for more money from management, 
get it, and the same thing happens ali over again. 
The more you cover, the more utilization you get. 
Doctors seem to order even more x-ray and labora- 
tory work, run up more office calls, keep patients 
in the hospital longer—and you're right back where 
you started—in the soup. 

“This has got to stop,” you say. And so does 
management. Emphatically. 


Presented at the Health and Welfare Conference of the Northern 
— American Federation of Labor, San Francisco, March 20, 


Mr. Waterson is Consultant in Health Insurance to the California 
Medical Association. 
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Health, and experts in the fields of virology and epi- 
demiology. The State Board of Health similarly has 
passed a resolution recommending participation in 
the trials. 

Arrangements are now under way leading to the 
selection of a very few areas of the state which meet 
the rigid criteria established for participation in the 
trials. The number of these areas is further limited 
by the availability at an early date of the vaccine 
material; because of the early seasonal rise of polio- 
myelitis in California as compared to other parts of 
the country, it is essential that inoculation of chil- 
dren be completed in California at a much earlier 
date than elsewhere. With the enthusiastic coopera- 
tion of physicians, health departments, and citizens 
of the selected communities, it is certain that Cali- 
fornia can make a significant contribution to this 
nationwide undertaking. 


You’ve found that doctors’ fees vary widely for 
the same procedures. You have found no good solu- 
tion for this problem, either. If you raise your 
schedule of indemnities too high you'll be paying 
more than the lowest medical and surgical fees; if 
you don’t raise them, many of your members com- 
plain because the plan doesn’t pay nearly enough. 

“How much,” you ask the doctors, “are your 
services worth? We can’t prepay for doctors’ serv- 
ices if you won't tell us how much you're going to 
charge. And don’t make it too high, or we can’t 
get enough to pay you—don’t price us out of the 
market. 

“And furthermore, doctors, we find you are abus- 
ing the plan by seeing patients oftener and ordering 
more x-ray, laboratory work and hospitalization 
every time we add to these benefits to meét the 
previous increases in utilization. We can’t get any 
more from management. 

“Either stop abuses,” you have told the doctors, 
“and set a reasonable schedule of fees to which you 
will adhere, or we'll go to Permanente or set up our 
own closed-panel plan so we can predetermine costs 
and thereby prepay them. 

“We have to do something,” you say—and I 
agree. 


A SURVEY OF THE SERVICES DESIRED 
What is to be done will be determined, eventually, 
not by what you or the doctors may decide to do 


next, but by the real needs and desires of the people 
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served by these plans. With this in mind, we went to 
your people and their families to learn what they 
need, and how they really feel about prepayment 
plans. We retained New York psychologist Ernest 
Dichter of the Institute for Research in Mass Moti- 
vations. He talked at length with your people and 
their families, and gave us an analysis of his find- 
ings. Here, in the needs and desires of the people, 
are the answers to your question, “What should be 
the objectives of prepaid medical coverage?” And 
here, too, surprisingly, are sound solutions to many 
of your problems of overutilization and spiralling 
costs. 

First, Dr. Dichter’s studies confirmed the often 
demonstrated fact that your people are not snivelling 
supplicants for security at someone else’s expense, 
as some very vocal pundits would have us believe 
they are. Your folks don’t want charity, or hand- 
outs. They don’t want to be taken care of. “I can 
damn well take care of myself and my family,” the 
head of the household says. He resents, deeply, any 
inference that he might not be strong enough to do 
so, or any interference that keeps him from planning 
and paying his own way with pride and dignity. By 
the fruits of his own labor, he wants to pay for in- 
surance against the time when he might not be strong 
enough to be self-sufficient, and he is willing to 
deprive himself of other desirable things in order 
to do so. While he knows his employer picks up the 
check for his health plan, where this is the case, 
he still feels that this is an earned benefit—that he 
himself is paying the bill. 

When asked what he wants from his health in- 
surance, he immediately responds, “I want the 
works, of course! . .. Everything covered, so I don’t 
have to pay anything extra at any time.” 

You, too, hear this response, and you have ac- 
cepted it as a mandate. You have attempted to get 
complete and comprehensive coverage—with the 
resulting dilemma that now faces you. 

But the psychologist is not fooled by these surface 
answers. Ask me, for example, what kind of a house 
I want, and I, too, will tell you I want “the works” — 
a twenty-room job complete with swimming pool. 
If you are a contractor, you'll lose your shirt if 
you start building that house before you find out 
what I really want. But that’s what you have done 
with your health plans. 


THE RESULTS OF THE SURVEY 


Your members and their wives are not only better 
motivated than some people think—they are also 
more understanding and better informed of the 
facts of insurance than you think. Here’s what Dr. 
Dichter found your people really want—without 
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using leading questions—when they began thinking 
about their health insurance problems: 


First, they want a plan that will, with certainty, 
pay for the catastrophic or major costs of illness. 
They beefed about the cost of little things—measles 
and mumps and colds and the ’flu—in the way we 
all complain about the necessary costs of living. 
But a surprising majority knew that coverage for 
these little things lead to abuse and overutilization, 
and run the cost up for everyone. In their own 
language, they suggest co-insurance and deductible 
features as if they were experienced underwriters 
or trained actuaries. Incidentally, they don’t like 
your term “welfare.” They prefer “insurance.” They 
feel some charity stigma—of being taken care of— 
if they themselves don’t share in paying the costs 
of the ordinary things that happen to everybody. 
They understand the reason for necessary deduc- 
tions or a degree of co-insurance on bigger costs 
that are subject to abuse, but they want no doubt 
about adequate coverage for the dreaded catas- 
trophe. 


Your people are ready for the first step that must 
be taken to improve your indemnity plans and make 
them work. Apply sound insurance principles to an 
insurance problem. Start with insuring for the major 
illness—the catastrophe—instead of the first sneeze. 
Use deductions and co-insurance to prevent wasteful 
overutilization and abuse. Give your people the real 
protection they need and want. Explain to them 
what you have done and why you have done it. 
Some will grumble, as is still the right of all of us, 
but the majority will understand, accept and wonder 
why you haven’t done it before. You’re wasting their 
money if you don’t. There'll be more in the pay- 
check if you reduce the health plan premium through 
the application of proved insurance methods. 


Dr. Dichter also found that people are angry when 
they, or their fellow workers or neighbors, have 
major surgery or other expensive illness and the 
insurance payment doesn’t begin to cover the doctor 
bills. You’ll say we didn’t need a psychologist to 
tell us that. But, to us, the interesting point is that 
they are angry only sometimes with the doctor, but 
most often with the insurance company. They want 
their doctors well compensated, and, with their usual 
reasonableness, they know medicine must be a well- 
compensated profession or good men and women 
just won’t pay the enormous expense of a medical 
education and won’t go through the years of in- 
comeless study and toil to become doctors. They 
also know a doctor has overhead—that only a por- 
tion of the fee is take-home pay. 


This is a problem you have very reasonably 
thrown right back in the laps of the doctors, where 
it belongs. And, as you know, they haven’t solved 
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it yet. “What is a given medical or surgical pro- 
cedure worth, so we can insure against it?” you ask. 

Let’s look at a few of the imponderables with 
which they are struggling. How much should a 
doctor expect to make, per hour or per day? What 
should be his standard of living, if he is successful? 
As good as the successful businessman, industrialist, 
minister, contractor, plumber, movie actor, car- 
penter, or banker? Is the same procedure worth the 
same amount whether it is done by the professor 
or the beginner? Should the doctor in the high rent 
area of San Francisco charge the same fee as the 
doctor whose office is in his home in Angel’s Camp? 


BARRIERS TO UNIFORM FEES 


And there are other barriers to the establishment 
of uniform fees—some patients demand lots more 
service than others. Postsurgically, for example, de- 
manding patients or their families call the doctor 
back again and again, often unnecessarily. Without 
a fixed inclusive fee, additional charge for each 
unnecessary visit is an effective deterrent. With a 
fixed inclusive fee, the doctor becomes the chattel 
of the demanding patient, because he must respond 
to each call to see if he really is needed. Complica- 
tions, or just the difference in the physical or emo- 
tional pattern of patients, make the same procedures 
worth one amount one time and many times that 
_ amount another. 

Can the medical profession add up these and 
many other imponderables and arrive at the uniform 
fees you are asking for? They haven’t done it 
satisfactorily yet, but many experiments and trials 
are going on in many California county medical 
societies, and many committees and consultants are 
now working on the problem. Certainty of adequate 
coverage for big medical expense is recognized by 
the profession as a public need, and the doctors are 
trying to arrive at a method of making it possible. 
I doubt that the fixed uniform fee schedule can or 
should be a part of it. The problem is to produce 
an insurable approximation or substitute. 

In addition to this certainty of coverage for major 
illness, Dr. Dichter found that nearly all of your 
people want continuity in their relations with a 
doctor, that they want everything the term “per- 
sonal physician” implies. They are astute in that 
they want to select, to employ their own doctor, to 
be able to change doctors, so that the doctor’s success 
is determined by how well he serves their interests— 
not by how well he serves the interests of a third 
party. They want their personal physician as friend 
and counsellor and trusted guide in the frightening 
maze of modern medicine. They want no second- or 
third-quality care when their health and lives are at 
stake. 
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LOWER COSTS—AT A PRICE 


There are short cuts to lower costs. 

One short cut, the closed-panel plan, provides 
greater certainty of coverage up to a limit, and the 
premium cost, while increasing, is still less. But most 
of your people will not tolerate the things that go 
with this short cut: It may sound good to a man 
when he is well, but he often changes his mind 
when he’s sick. Women, more than men, see the 
dangers. 

Your people are concerned about what they get for 
what they pay. They realize you can’t set exact 
specifications and tests for medical care in relation 
to costs like you can for automobiles or steel or 
cement. 

The patient knows instinctively that he needs to 
worry about a medical care plan when he becomes a 
captive of it, especially when those treating him 
make a profit by cheapening or short-cutting his 
medical care. This is the inescapable incentive of 
the operators of closed-panel plans. Conscientious 
doctors have left Permanente, for example, because 
they said they would not risk the dangers to the 
patients of doing as many procedures as they were 
required to do in the time permitted them. This 
incentive to cheapen and to short-cut also results 
in the substitution of low-salaried interns, doctors 
still in training and even unlicensed doctors—sub- 
stituting these for qualified physicians and surgeons 
—often without the patient’s knowledge or consent. 

Contrast this incentive, to withhold and to cheapen 
needed medical care, to the financial incentive of 
the private physician to give care under prepayment 
plans that do not control him. Surely you do not 
want the closed-panel incentive to be the rule in 
medical care? 

The patient knows that he needs to worry about 
these short-cut plans because they also profit when 
he is dissatisfied and seeks service elsewhere, thereby 
saving the system the cost of providing service for 
which it already has been paid. Large numbers of 
Permanente-covered patients each day pay their 
own personal physicians for services to which they 
are entitled under their closed-panel plan. You must 
add this enormous cost when you compare the costs 
of indemnity and closed-panel plans. 


Free choice, then, is of interest to your individual 
people for other reasons than the important one of 
having their own personal physician. It is often an 
item of enormous individual cost—the cost of the 
premium plus the cost of the medical care. 


It has been said by closed-panel proponents that 
“free choice” is not important because your people 
are not able to distinguish between a good doctor 
and a poor one. But again, they underestimate the 
discernment of your members. Nearly all of the well- 
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qualified specialists and general practitioners among 
the thousands I know, are busy—are selected by 
the most people. Rarely do we find a poorly quali- 
fied doctor with enough patients to keep him busy. 
The facts do not bear out the statement that your 
people, exercising their judgment under “free 
choice,” make a poorer selection of doctors than 
does the closed-panel director. When the closed- 
panel director makes mistakes in the employment 
of doctors—and he will admit he does make mis- 
takes—many closed-panel patients are stuck before 
they find out they should make a change. 

I have suggested to Mr. Kaiser that he experiment 
with indemnifying people who are sick and scared 
and want to go back to their personal physicians; 
that he set them free without loss of all the protec- 
tion for which they have paid over the months or 
years. So far as I know, he has not done it. I have 
tried to explain how these people feel and how 
important it is not only to their peace of mind but 
to their recovery, to have just the doctor they want. 

There is the situation—one of many examples— 
where a Permanente doctor, being human, makes 
a mistake, or misses a diagnosis. When this happens, 
the Permanente-covered family often will call in 
their former personal physician. If he makes the 
diagnosis, or discovers the error, confidence in the 
Permanente doctors is gone—and so is the family 
insurance, unless they take the patient back to Per- 
manente. Few do. 

Blue Cross, and the insurance companies, write 
indemnity—and stay in business. Why can’t Mr. 
Kaiser indemnify those frightened sick people who 
want to leave his doctors for the familiar, comfort- 
ing assurance of the doctor they know? Are there 
too many of them? How many patients would he 
lose if he gave them their freedom? How much more 
premium would he have to charge if patients who 
felt they had to leave his doctors for their own got 
back some of the money for unused benefits for 
which they had paid? These people, who, leaving 
Permanente when they are sick, have lost their 
insurance protection, can tell you what freedom is 
worth. We call it “free choice of physician.” And 
we know, as you do, that your people will pay 
more for the free choice plan than the short-cut plan. 
Free choice is inefficient and expensive as compared 
to plans that apply industrial production methods 
and concepts to the care of the sick. But so is 
democracy inefficient, and expensive. 

So much for short-cuts. 

We can’t solve these problems by yelling that 
everyone else is doing it wrong and at the same 
time doing nothing ourselves. 

But a great deal is being done. A number of 
medical societies have been experimenting with a 
California Medical Association-developed “Usual 
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Fee Pian” to get at the problems resulting from 
variations in doctors’ fees. Some are ready to go. 
Under the Usual Fee Plan the county medical society 
conducts a statistical study of fees actually being 
charged. These studies will make available average, 
median and modal figures. You will have the yard- 
stick you’ve needed. The insuror will know where 
his indemnity for each procedure should be, de- 
pendent upon the percentage of the total cost he 
wants to underwrite. The purchaser of the plan can 
evaluate indemnities in terms of what doctors are 
charging. And when a person covered by the plan 
goes to his doctor, he can ask, in advance of treat- 
ment, what the doctor’s fee is. If the fee is higher 
than the median figure and the patient is satisfied 
the doctor is worth more, that’s his business—not 
yours or mine. But he is free to change. 


PATIENT-PHYSICIAN DISCUSSION OF FEE 


“Prior agreement”—asking the doctor his fee in 
advance—is something you, and we, need to educate 
people to do. Many of your plan administrators tell 
me this would solve much of your problem—and I 
agree with them. Only a small fraction of medical 
care is of so exigent a nature that there isn’t time 
or opportunity to discuss the fee in advance. 

You may tell your people that doctors like to be 
asked their fee in advance. But many doctors are 
reluctant to bring up the subject themselves when 
confronted by a patient who is sick and worried, or 
they forget about it in their immediate interest in 
the medical problem. If a doctor refused to discuss 
his fee with me in advance or wasn’t glad to do it, 
I’d find another doctor. 

Under this “Usual Fee Plan” some county so- 
cieties have voted that the doctor should let the 
patient know in advance of treatment if his fee is 
higher than the median fee. They have gone further, 
and have said, if the doctor doesn’t tell the patient 
in advance about a higher fee, and if the patient 
brings his complaint to the medical society, the 
society will rule that the patient should pay no 
more than the median figure. 

Insurance people and union leaders we have con- 
tacted say this plan will result in greater certainty 
of coverage for the patient. And it short-cuts no 
one’s rights or freedom. We have yet to see how it 
will work, but I have great confidence in it. 

While we are on the subject of fees and fee 
schedules, everyone will be disappointed if we don’t 
get into the hassle about the San Francisco fee 
schedule, which Mr. George Johns says prices you 
out of the health and welfare business. 

I’m new on this side of the Bay, so I had to do 
some checking. I understand that Mr. Johns asked 
the San Francisco Society for a fee schedule. I 
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understand that he told the doctors to make it a 
high one, because management would pay the health 
and welfare bill, anyway. Mr. Johns is also quoted 
as saying he thought, at that time, that a well-paid 
doctor would give better care, and he wanted the 
best for his members. Things have changed since 
then, evidently. Not his desire to have the best for 
his members, but his opinion on the price. Now, 
with the wage-freeze off, the health and welfare plan 
is a deduction from what can be negotiated as take- 
home pay for the worker. The doctors are the em- 
ployees now, and Mr. Johns represents patients who, 
collectively, are management—if I may be permitted 
this analogy. And Mr. Johns sounds like manage- 
ment: “You are pricing us out of business!” The 
San Francisco doctors respond that their fees have 
gone up only 48 per cent, as against other labor 
gains or 165 per cent. The price of services and 
goods, they say, is up 90.8 per cent. And they have 
other good arguments, to which Mr. Johns makes his 
usual able replies. 


This is what is bound to happen when you ask 
a county medical society for a fee schedule, par- 
ticularly in an important medical teaching center 
such as San Francisco, where in addition to a lot 
of good doctors, you have some super-doctors and 
some very famous ones. What do you expect the fee 
schedule to be? That of a beginning doctor in a 
low-rent district, or the fees of the famous professor ? 
You'll get closer to the latter, of course. How could 
the doctor on the fee committee face the famous 
doctor, or the professor, if the committee gave you 
a schedule that cut too much off the fees these 
specialists usually charge? 

The fact is, as their President, Dr. Samuel Sher- 
man, says, “No one is satisfied with it.” Which, I 
read in the papers, includes you. 


I don’t want to dismiss the San Francisco schedule 
lightly, because it represents a lot of work and 
establishes new concepts of relative values. It isn’t 
low, but Mr. Johns didn’t ask for a low schedule. 
He asked for a high one. He got it. At no time did 
the San Francisco Society say, “These are minimum 
fees in San Francisco.” Your own health plan ad- 
ministrators here in the room know the fees now 
being charged in San Francisco are not the fees 
listed in the controversial fee schedule. Each doctor 
sets his own fees, which is his right. But he has to 
keep them low enough to keep patients coming. 
And he’s still doing just that. 


No one has been hurt. The schedule didn’t really 
raise the fees. So, in good nature and forgiveness, 
let’s start all over again, Mr. Johns, and see if we 
can’t solve the certainty of coverage problem a 
better way. I don’t know what the San Francisco 
Society will do; I don’t know what you will do. 
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But we should now get to work on other than paper 
problems. 

Controls, for example. 

You have posed a lot of questions about controls— 
control of abuses, control of unnecessary procedures, 
control of costs, control of quality of care—under the 
indemnity plans. 

So, let’s talk about controls. 


HOW MUCH CONTROL? 


Every good hospital staff has its Scotland Yard— 
the records committee, the pathologist, the surgical 
committee, the medical committee, and other com- 
mittees that protect against unnecessary procedures, 
insure that no doctor does anything he has not 
proved himself qualified to do. Day after day anony- 
mous top doctors quietly and efficiently do this 
work, without recognition or compensation, to im- 
prove and protect the quality and the quantity of 
medical care. Not just for you and the health plans, 
but for all sick people. When quality breaks down, 
our malpractice programs voluntarily pay damages 
to patients of doctors who, like all human beings, 
make occasional mistakes. And this is at the expense 
of the doctors of the community. They have many 
incentives to control quality. I know of no group 
or class of people anywhere who work as hard to 
maintain and improve quality. Breaks in quality in 
this work are tragic—and we seldom see them. I 
know. I’ve handled malpractice. Quality? You have 
a system for medical care that has produced a degree 
of uniform quality beyond the highest hopes of ten, 
five or even two years ago. Because the profession 
still has the incentives necessary-to produce quality. 
Perfection? Nowhere is there perfection. There is 
only progress, a bit at a time. 

Control, as you know, can be good. Or it can be 
very bad. What kind of control do you want? 

For example: If you negotiate a welfare plan for 
comprehensive food coverage, a few of your mem- 
bers and a few grocers will abuse it enough to wreck 
your plan. 

Will you then call in the grocers’ association and 
say, “You've got to control this thing, or else!” 

If the grocers’ association cannot do it, will you 
then set up your own plan, or contract with the 
shiny big grocery “foundation,” for food for a year 
for all your members—leaving it up to the director 
of the “foundation” to decide when, where, how 
much, what kind and what grade of food each mem- 
ber gets for each meal, paid in advance, without 
recourse? Oh, brave new world! 

Or will you, in your wisdom, let each member 
decide for himself what he likes to eat, when he 
wants to eat it and how much, and let his. wife 
decide where she is going to buy it—but let him 
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pay enough of the cost so that there will be little 
abuse, because there is self-control? 

I can assure you that, if a patient says her back 
still hurts, the doctor will keep her in the hospital an 
extra day. But don’t call that a doctor-abuse. It is, 
in the last analysis, your abuse, if it is one at all, if 
your plan doesn’t give the patient an interest in 
getting out of the hospital. You can come to the 
hospital and try to put her out, if she and her hus- 
band and your members will stand for it, but don’t 
try to make her personal physician the policeman 
for your comprehensive plan. The doctor is on the 
patient’s side, if there is any doubt, in any difficulty 
with you or anyone else. And I’m going to do my 
best to help him stay there, and to prevent and 
destroy third-party influence or interference. 

The patient’s back may really hurt. Only she 
knows. Incentive, but not her doctor, will get her 
out of the hospital a day earlier if her back doesn’t 
really hurt. 

I believe I have given you my opinions on your 
questions as to the feasibility of comprehensive cov- 
erage. You can’t have it without more cost than you 
can stand or more controls than your people will 
stomach. 


California medicine recognizes its full responsi- 
bility for solving its part of the problem of getting 
greater certainty of coverage for the patient, for 
doing a good job of adjusting real doctor-abuses— 
if you will begin to bring the cases to them—for 
continuing its work to improve quality, for helping 
in every appropriate way to hold down costs. I have 
been retained to help doctors to organize to achieve 
these things, and more, to which they had already 
committed themselves. I am not known to them or 
to you as an apologist. They would not have selected 
me for this work if they did not want positive action 
in the public interest, if they were not anxious to 
translate the results of their painstaking studies and 
their conferences with you and others into better 
things for the patient. 


I cannot, of course, tell you publicly all of their 
plans now—but you can look for action, and com- 
plete, honest cooperation. They'll be flexible and will 
compromise, but not with quality or the long-range 
public interest, as they see it. They'll work for solid 
improvement, a step at a time. But no short-cuts 
with sick people. And no panaceas. You know there 
aren’t any. 
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PERIPHERAL NERVE INJURIES—Principles of Diag- 
nosis—2nd Edition. Webb Haymaker, M.D., Chief, Neuro- 
pathology Section, Armed Forces Institute of Pathology, 
and Barnes Woodhall, M.D., Professor of Neurosurgery, 
Duke University School of Medicine. W. B. Saunders 
Company, Philadelphia, 1953. 333 pages, 272 illustrations, 
$7.00. 


The study of peripheral nerve injuries tends to flag be- 
tween wars and yet the salvage and rehabilitation of such 
injuries is a civilian as well as a military challenge. It is 
gratifying to see the second edition of a book, first published 
in 1945, which deals so expertly and lucidly with the evalua- 
tion of nerve injuries, This work, the combined efforts of a 
neurological surgeon and a neuropathologist, is divided into 
four major sections. Section one describes the pattern of 
nerve organization and innervation of the parietes and 
adopts without prejudice a practical pattern of skin inner- 
vation based upon a discussion of the various methods of 
examining segmental nerve supply. The familiar and useful 
charts are easily read and utilizable. Section two covers the 
methods of examination of the peripheral nervous system. 
The emphasis is placed upon the accurate physical exam- 
ination. Clear text and practical photographs and drawings 
aid in describing the methods of muscle testing. In section 
three the clinical manifestations of injuries are presented. 
A classification of five degrees of injury is based upon the 
pathology of the lesion. The reviewer regrets, in the inter- 
ests of uniformity, that the authors were unable to adopt 
the clinical classification of Seddon; however, their five 
classes differ only in degree from the three groups of Sed- 
don. This section covers the pathophysiology of sensory 
loss and its return, painful states, autonomic dysfunction 
and a discussion of mechanisms of nerve injury. In section 
four, the work-horse of the book, the authors discuss seri- 
ally the findings in cases of injury of each particular periph- 
eral nerve or plexes. Once again the excellent illustrations 
enlighten a pertinent, succinct text. 

To those who possess the first edition this volume adds a 
more complete discussion in the text, particularly with 
respect to the clinico and morbid pathologic changes of 
injuries. The bibliography has been expanded and new, 
clear illustrations added. 


The book is well presented, pleasing to use and incor- 
porates but few errors in printing or text, With this book 
the diagnosis of the injury can be mastered. It is hoped 
that such an excellent work would be followed in the not 
too distant future with a sister volume on the treatment of 
the injury, for this book makes no attempt to discuss the 
surgical management of the injuries. This is a book of 
evaluation of the lesion from the standpoint of location and 
degree. It is the best book in the English language on this 
phase of nerve injuries. It may well be recommended to 
libraries, students, practitioners and especially to all inter- 
ested in disease of the nervous system, as a scholarly and 
practical volume. 
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MAY’S MANUAL OF THE DISEASES OF THE EYE— 
For Students and General Practitioners—2ist Edition— 
Revised and edited by Charles A. Perera, M.D., Associate 
Clinical Professor of the College of Physicians and Sur- 
geons, Columbia University, New York, Williams and 
Wilkins Company, Baltimore, 1953. 512 pages, 379 illustra- 
tions, 32 plates and 93 colored figures, $6.00. 


“May’s Diseases of the Eye” has been the best known 
of the manuals of the diseases of the eye for students and 
general practitioners almost since its first edition in 1900. 
It has been translated into nine foreign languages, includ- 
ing Chinese, Japanese and Urdu. Consequently, the book 
is so well known that there is little need of outlining its 
contents. As stated in the title, the book is intended for the 
student and general practitioner, and not the ophthalmolo- 
gist. In taking over the editing of the new editions since 
Dr. May’s death, Dr. Perera has succeeded rather well in 
keeping the book within the original purpose of the author, 
and also has retained the original general arrangements. 

In the twenty-first edition, Dr. Perera has revised the 
text and brought it up-to-date without adding to the size of 
the book. This has been done by deleting obsolete and 
inserting in its place new material. Because of the wide- 
spread use of the antibiotics by the general practitioner, 
it would seem that more space could have been devoted to 
the discussion of the methods of use, indications and the 
dangers involved. The indications for cortisone and ACTH 
could also have received a little more-attention. 

The addition of the new color plates has further en- 
hanced the book. Some of the original color plates, such as 
plate VII, are no longer as clear cut as they were in earlier 
editions and could be replaced. 

The format retains the original arrangement and size. 

The book continues to hold its place as one of the best 
textbooks on ophthalmology for the student and general 


practitioner. 
* * * 


DISEASES OF WOMEN—Ninth Edition. By ten teach- 
ers, under the direction of Frederick W. Roques, M.D., M. 
Chir., F.R.C.S., F.R.C.0.G., edited by Frederick W. Roques, 
John Beattie, and Joseph Wrigley. Edward Arnold & Co., 
London; distributed by Williams and Wilkins Co., Balti- 
more, 1953. 480 pages, $6.50. 


This represents the Ninth Edition of the well-known 
teaching text which last appeared in 1949 under the direc- 
tion of Clifford White. As noted in the preface this book is 
written “primarily for young practitioners and medical 
students,” It satisfies these requirements. 

As would be expected, the text has a distinct British 
flavor, including a chapter on acute corporeal endometritis 
and many of such items as Aveling’s repositor for use in 
chronic inversion of the uterus. In addition there is a short 
chapter on operations which is elementary in nature. The 
chapter on sex hormones has been entirely rewritten and 
is well done, as is the chapter on abnormal menstruation. 
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Of interest are the 14 pages devoted to neurasthenia and 
neurosis in relation to pelvic disorders. 

This book is intended as a companion volume to “Mid- 
wifery by Ten Teachers” and as a consequence there are 
numerous cross-references to the latter book, This makes it 
somewhat mandatory to have both volumes at one’s dis- 
posal when making a serious study of the context. However, 
the present book may be recommended for the purpose 
intended, that is, the use of medical students and young 
practitioners. 

* * & 


THE BRITISH CONTRIBUTION TO MEDICINE. Dr. 
Jaime Jaramillo-Arango, Former Rector of the National 
Faculty of Medicine of Bogota, former Colombian Ambas- 
sador in London. E. & S. Livingstone Ltd., Edinburgh and 
London, 1953. Distributed by Williams & Wilkins, Balti- 
more, 1954. 220 pages. 


Dr. Jaime Jaramillo-Arango has long been a student of 
medical history, and in addition to being author of this 
excellent book on Britain’s contribution to medicine, he 
has written a scholarly treatise on the history of quinine in 
which he establishes that the role of the Countess of Chin- 
chon must be relegated to the limbo of mythology. He has 
had a distinguished career as professor of surgery and later 
as rector of the National Faculty of Medicine of Bogota, 
Colombia. This book has been written from notes collected 
while he was Colombian Ambassador in London. 


Printed on excellent paper, this book of 220 pages is most 
interestingly written, is well documented and is illustrated 
with 44 photographs of British medical scientists from 
William Harvey, Percivall Pott and John Hunter to Charles 
H. Best, Sir Frederick Banting, Sir Robert Robinson and 
Alexander Haddow. The opening chapter gives a brief gen- 
eral history which loses no charm or value because of brev- 
ity. Discoveries and ideas are linked to personalities in a 
striking manner, often with brief history-making quotations 
from their writings. The other six chapters tell dramatically 
of the conquest of typhoid, malaria and nutritional diseases, 
the discovery and development of penicillin and other anti- 
biotics with a “Chronology of the Pillars of this New 
Science,” and of the struggle against cancer to which the 
British have made such notable contributions. This book 
should be in the library of everyone having an interest in 
medical history. 

* * 


HYPERTENSIVE DISORDERS OF PREGNANCY. Er- 
nest W. Page, M.D., Associate Professor of Obstetrics and 
Gynecology, University of California School of Medicine. 
Charles C. Thomas, publisher, Springfield, Ill, 1953. 120 
pages, $3.75. 


This monograph is one of the American Lecture Series 
which has been brought forth by Charles C. Thomas Com- 
pany. Dr. Page has produced an excellent summary of the 
prevailing knowledge in the field of pregnancy toxemias 
and related disorders. The work is divided into three parts: 
Clinical Aspects; Physiological and Biochemical Changes 
in Normal Pregnancy and in Toxemia; and Etiology of 
Toxemia. 

The book contains an excellent bibliography numbering 
132 references. It can be recommended primarily to the 
obstetric specialist and will be of value to those who in- 
clude substantial numbers of obstetrical patients in their 
work. However, much of the data is highly technical and 
of research nature; certain of the material given in relation 
to therapy is more of a compendium and one seeking spe- 
cific recommendations on treatment will refer to supplemen- 
tary works. This book is highly recommended to investi- 
gators with special interest in hypertensive disorders. 
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MEDICAL JURISPRUDENCE—3rd Edition—I. Gordon, 
M.B., Ch.B. (Cape Town); R. Turner, M.B., Ch.B., D.P.H. 
(Cape Town); and T. W. Price, Ph.D., M.A., LL.B. (Can- 
tab.), B.A., LL.B. (South Africa), all from the University 
of Cape Town, E. & S. Livingstone, Ltd., London, distrib- 
uted through Williams and Wilkins, Baltimore, 1953. 944 
pages, $13.50. 


Over one-half the volume is devoted to the South African 
law and its relation to the practicing physician in that area. 
For the purposes of one interested in a comparative study 
of the South African and American laws and regulations, 
the book would serve well. 

The remainder of the volume deals with forensic medicine 
and pathology, written in a concise and well-organized man- 
ner. The more recent advances and late literature are 
included in the discussions. Perhaps, more so than else- 
where, the relations of physiologic and biochemical changes 
to postmortem findings are given. Detailed chapters on 
necropsy technique, anesthetic deaths, deaths from acute 
neurogenic cardiovascular collapse, and also on postmortem 
tissue changes due to the various types of anoxia, etc., are 
included. A large section, “regional injuries of medico-legal 
importance,” is well organized, adequately illustrated, and 
up-to-date. 

Despite the fact that much of the volume is not pertinent 
to the laws under which the American physician practices, 
that portion of the book dealing with forensic medicine and 
pathology is such as to justify the consideration of the use 
of the book for reading and as a ready reference source. 


* * * 


SPATIAL VECTORCARDIOGRAPH Y—George E. Burch, 
M.D., F.A.C.P., Henderson Professor of Medicine, Tulane 
University School of Medicine; J. A, Abildskov, M.D., In- 
structor in Medicine, Tulane University School of Medi- 
cine; and James A. Cronvich, M.S., Professor of Electrical 
Engineering, Tulane University, Lea & Febiger, Philadel- 
phia, 1953. 173 pages, 121 illustrations, $5.00. 


This small volume satisfactorily presents in simplified 
and abbreviated fashion the salient features of spatial vector- 
cardiography, a branch of cardiology which presently is 
attracting the investigative attenion of a few electrocardi- 
ographers. From a review of their own findings and those of 
other workers in the field, the authors conclude that the 
subject is still in the experimental stage and that prac- 
tical clinical applicaions have not yet been demonstrated. 

Material in the book has been modified from that pre- 
sented among the scientific exhibits at a meeting of the 
American Medical Association. This approach to writing 
favors simplification but seems to have resulted in some- 
thing of an outline style, an annoying use of italics and 
occasional repetition (Figures 29 and 78 are identical, as 
are Figures 30 and 73); a few of the electrocardiograms 
from patients whose vectorcardiograms are shown are repro- 
duced in such small area as to be nearly illegible to the 
naked eye. For all this, the volume is a satisfactory intro- 
duction to a subject which may yet become useful to phy- 
sicians. 

am * as 


WATER, ELECTROLYTE AND ACID-BASE BAL- 
ANCE—Normal and Pathologic Physiology as a Basis 
for Therapy. Harry F. Weisberg, M.D., Assistant Pro- 
fessor of Clinical Pathology and of Clinical Medicine, 
The Chicago Medical School. The Williams and Wilkins 
Company, Baltimore, 1953. 245 pages, $5.00. 


Students and physicians alike will find this book helpful 
as an aid to orientation in this rapidly developing field. 
Although dealing in fundamentals which the busy physi- 
cian may find difficult to assimilate, these fundamentals are 
essential to an understanding of problems involving elec- 
trolyte disturbances. The physician who will take the time 
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to assimilate all that this small, simply written volume en- 
compasses will undoubtedly profit as will his patients. Par- 
ticularly valuable is the list of nearly 400 well-selected ref- 
erences pertinent to the field and the tables which summar- 
ize important factual information of value to the clinician 
and scientist. While the electrolyte specialist may take ex- 
ception to certain concepts presented, he will at the same 
time recognize the over-all contribution of this volume to the 


field. 


AN APPROACH TO GENERAL PRACTICE—R. J. F. H. 
Pinsent, M.A., M.D. (Cantab.), E. & S. Livingstone, Ltd., 
distributed by Williams and Wilkins Company, Baltimore, 
1953. 166 pages, $3.50. 


This is an excellent book. It is well planned and makes 
good easy reading. It is written by a British doctor of many 
years’ experience in the field of general practice, and is 
apparently intended as a guide for the young man entering 
general practice in Great Britain. 

The advice given the new doctor concerning his relations 
to (a) the men already in the field, (b) his new patients, 
(c) his consultants, and (d) the hospital, is excellent. 

The chapters on The Doctor’s Office and The Doctor’s 
Documents are worth the price of the book. 

The closing chapters deal with the problems peculiar to 
the practice of medicine under the panel system of Great 
Britain. 

The book is of academic interest to every G.P., but it 
does not in any way approach the problems of the G.P. 
in the United States. 

* * * 


ATLAS OF REGIONAL DERMATOLOGY. Ernest K. 
Stratton, P.D., M.D., Research Associate, the George Wil- 
liams Hooper Foundation for Medical Research, Univer- 
sity of California, and Harry L. Arnold, Jr., M.D., Mau- 
rice J. Costell, M.D., Lewis A. Koplik, M.D., and Paul 
Fasal, M.D. Charles C. Thomas, publisher, Springfield, 
1953. 274 pages, $15.00. 


The purpose of this atlas, as stated by the author, is 
primarily that of aiding the student in dermatology. The 
emphasis is on visual instruction and on the regional distri- 
bution of the various dermatoses. Both of these approaches 
are of great value to the beginner and are well covered in 
this volume. 

The discussions of etiology, symptomatology and differen- 
tial diagnosis are brief but excellent. No attempt is made 
to cover therapy in extenso; instead, a brief outline is given 
and the student is referred to standard texts. 

Your reviewer has seen no better color photographs in 
any other atlas. Their great superiority over the black and 
white photographs (which are about on a par with those 
in other atlases) points out the desirability of dermatologi- 
cal atlases being all in color. For it is simply impossible for 
the student, or expert for that matter, to diagnose many 
dermatoses from black and white photos alone. 


* * * 


HUMAN EMBRYOLOGY—2nd Edition. A textbook for 
medical students and physicians. Bradley M. Patten, Pro- 
fessor of Anatomy in the University of Michigan Medical 
School. The Blakiston Company, Inc., New York, 1953. 
798 pages, 453 illustrations and 2 plates. $12.00. 


Since its first appearance in 1946, Patten’s textbook 
has become a standard in the teaching of human embry- 
ology to students of both biology and medicine, in addition 
to serving as a reference work of considerable value to 
physicians, 

The scope and objectives of the first edition have been 
preserved, the most significant changes being an extension 
of the sections on early implantation to include the most 
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recent findings of Hertig and Rock, further elaboration on 
the establishment of the germ layers, and the development 
of the heart and great vessels, emphasizing congenital anom- 
alies which are proving: ever more amenable to surgical 
correction. 

The excellent bibliography has been brought up to date, 
many more illustrations have been included, and certain 
errors and omissions in the first edition have been remedied. 

While Human Embryology, 2nd ed., remains primarily a 
text, it should as well be valuable to the phyisican as a 
reference book. 

* * x 


PATHOLOGY—2nd Edition—Edited by W. A. D. Ander- 
son, M.A., M.D., F.A.C.P., Professor of Pathology and 
Chairman of the Department of Pathology, University of 
Miami School of Medicine. The C. V. Mosby Company, St. 
Louis, 1953. 1393 pages, 1241 illustrations, 10 color plates, 
$16.00. 


The second edition of this authoritative textbook of 
pathology maintains the advantage, established in the pre- 
vious edition, of being the cooperative product of many 
experts in special fields of pathology. This is particularly 
desirable in this broad subject which, in covering ail kinds 
of disease, crosses every other branch of medicine. 

The book presents a good balance between the discus- 
sion of principles in pathology and the presentation of struc- 
tural and functional changes in disease. It is well arranged, 
nicely illustrated, and sufficiently detailed to be of use not 
only to undergraduate students of medicine, but also to 
graduate physicians in every field who are interested in 
pathogenesis or in the tissue changes of disease. Classified 
references at the end of each chapter provide a practical 
beginning for further reading in nearly every phase of 
pathology. 


* * * 


DISEASES OF THE LIVER, GALLBLADDER AND 
BILE DUCTS—Volumes 1 and 2—3rd Edition—S. S. Licht- 
man, M.D., Assistant Professor of Clinical Medicine, Cor- 
nell University Medical College, Lea & Febiger, Philadel- 
phia, 1953. 1315 pages of text, 42 pages of index, 220 illus- 
trations and 3 color plates, $22.00. 


For many years this book has been a good, detailed 
reference on the liver and its diseases. The third edition 
finds it expanded to 1315 pages and divided into two 
volumes. 

The rapid advance of knowledge has made necessary 
rather extensive revision in practically every chapter. This 
has been well handled, and the new edition offers a com- 
prehensive coverage of current medical knowledge of the 
liver and biliary tract. 

It can be recommended heartily to anyone interested in 
the field of liver disease. 


* * * 


NEUROLOGICAL PROBLEMS IN THE WORLD IN 
1953—59 Articles by 75 Authors—in Honor of Robert War- 
tenberg, San Francisco—Edited by Webb Haymaker, 
Armed Forces Institute of Pathology, Washington, D. C., 
Journal of Nervous and Mental Disease, New York, De- 
cember 1952. 


This book is a reprint of the number of the Journal of 
Nervous and Mental Disease honoring Dr. Wartenberg on 
the 65th anniversary of -his birth. The articles, many in a 
foreign tongue, are varied both in quality and content, 
ranging from biographical data regarding Dr. Wartenberg 
to a consideration of the historical. significance of fumiga- 
tion of mail from pestilential areas. Much of the material 
makes interesting reading for the neurologist, and the whole 
thing is a nice gesture of appreciation to one of the most 
colorful neurologists to have practiced in California. 
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ATLAS OF PELVIC OPERATIONS. Langdon Par- 
sons, M.D., Professor of Gynecology, Boston University 
School of Medicine; and Howard Ulfelder, M.D., Assist- 
tant Clinical Professor of Gynecology, Harvard Med- 
ical School. Illustrated by Mildred B. Godding, A.B., 
M.A. W. B. Saunders Company, Philadelphia, 1953. 231 
pages, $18.00. 


This is a book of handsome appearance that captures 
one’s interest from the outset, This atlas of pelvic opera- 
tions differs in many ways from others because of its evi- 
dent simplicity in depicting operative procedure by means 
of line drawings, which have the advantage over colored 
illustrations by impressing themselves more lastingly upon 
the mind of the average student seeking to create a reliable 
graphic memory of technical sequence. 

The authors are attached to several well known Boston 
hospitals, where surgical gynecology is well standardized, 
and what they are depicting are standard procedures as prac- 
ticed in these hospitals, admitting frankly however, that 
there are other techniques practiced with equal success else- 
where. Long practice and much experience allows the 
authors to feel that what they have depicted is good pelvic 
surgery and your reviewer agrees with them heartily, 

A careful page by page perusal of this attractive atlas 
leaves one with the impression that the authors’ intent in 
creating this atlas was to reduce technical details to their 
demonstrable minimum, and not to impress the tyro-gyne- 
cologist with an oversimple approach to pelvic surgery. For 
any student of gynecologic operations the many line draw- 
ings, with brief but adequate descriptions in juxtaposition, 
will serve as an excellent guide to the acquisition of a good 
graphic memory, albeit sound training and long experience 
still are the only reliable avenues leading to surgical per- 
fection. 

Aside from demonstrating the successive steps in pelvic 
operations, the atlas is full of helpful hints on how to avoid 
trouble. Indications for or against a particular surgical ap- 
proach have been intentionally omitted because the authors 
are aware that there always is room for another opinion. 

Besides the descriptions of many gynecologic operations 
covering everything from the simplest plastic corrections to 
the most radical operations for malignant disease, the atlas 
goes extensively into technical details of intestinal and ure- 
teral operations to cover emergencies not too infrequently 
encountered in the course of technically difficult or radical 
operations, including techniques of ureteral transplantations 
and vein ligations for thrombosis. In summa, the atlas ade- 
quately covers all operations a good gynecologic surgeon 
should be equipped with. 

The volume is dedicated to Dr. Joe Meigs, under whose 
tutelage the authors gained their experience. Miss Mildred 
Godding, Surgical Illustrator for Harvard Medical School 
contributed much to the attractiveness of the atlas by adher- 
ing strictly to technical simplicity, however, without sacri- 
ficing the expressive artistry of line drawings. W. B. Saun- 
ders Company, as always, did such a good jeb in turning 
out a fine piece of printing and binding that, on seeing the 
atlas, one of my younger associates remarked that it was 
worthy of the best of the medical carriage trade, which 
about expresses the general attractiveness of the tome. 


* * * 


REVIEW OF PHYSIOLOGICAL CHEMISTRY—4th Edi- 
tion—Harold A. Harper, Ph.D., Professor of Biochemistry, 
University of San Francisco, Lange Medical Publications, 
University Medical Publishers, P.O. Box 1215, Los Altos, 
California, 1953, 328 pages, $4.00. 


Well-received by California medicine as the third edition 
in 1951, this unpretentious volume has now been brought 
up to date. Its clinical orientation should assure it a good 
reception among medical students, as well as physicians 
young in years or in mind. 
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DIAGNOSIS OF ACUTE ABDOMINAL PAIN, Wil- 
liam Requarth, M.D., Clinical Assistant Professor of 
Surgery, University of Illinois College of Medicine. The 
Year Book Publishers, Inc., 1953. 243 pages, $5.00. 


There is scarcely a day in the active work of the gen- 
eral practitioner or of the general surgeon when he is not 
called upon to diagnose the cause of acute abdominal 
pain and to determine whether or not operation is indi- 
cated to remove that cause. 


In this well-written book of 243 pages the author has 
presented an old story in a new and attractive form and 
has compressed into short space a number of practical 
points and a series of helpful illustrations. 

Through the entire nine chapters there runs the basic 
philosophic concept of emphasis upon fundamentals to 
the end that the need for surgery should be determined 
as soon as it is humanly possible and that surgery should 
be performed at the earliest possible time in order that 
the patient may benefit most. 

Consistent with this, the author first discusses in Chap- 
ter 1, Examination of the Abdomen, in which inspection, 
palpation, percussion, and auscultation, bimanual exam- 
ination and laboratory aids, are given their appropriate 
place in diagnosis. 

Chapter II, Differential Diagnosis from Standpoint of 
Location and Type of Pain, is a new approach to the 
subject. Appropriate emphasis is given to the differential 
diagnosis of lower abdominal pain, to that of upper 
abdominal pain, and stress is placed upon the need for 
good clinical judgment. 


Because the author believes that acute intestinal ob- 
struction is one of the most important causes of acute 
abdominal pain, he devotes Chapter III to, a thorough- 
going discussion of it. There is outlined in some detail 
the differential diagnosis of mechanical obstruction from 
ileus, the differentiation between small and large bowel 
obstruction, a discussion of strangulation, and the diag- 
nosis of the specific cause of obstruction. While operative 
techniques are not emphasized, reference on occasion is 
made to the indicated procedure. 


Another departure in the presentation of this subject is 
represented in Chapter IV entitled Diseases for Which 
Immediate Operation Is Imperative, and Chapter V, Dis- 
eases for Which Operation Can Be Delayed. 


Chapter VI, Diseases for Which Operation Is Contra- 
indicated or Harmful, stresses the abdominal manifesta- 
tions of the acute respiratory infections, abdominal pain 
of acute enteritis, mesenteric lymphadenitis, the abdomi- 
nal pain experienced in rheumatic fever, and the rarer 
conditions evidenced by spontaneous hemorrhage into the 
rectus abdominis muscle, abdominal pain in malaria, abdom- 
inal pain in sickle cell anemia. Also, acute pancreatitis 
is given considerable space in differential diagnosis as are 
the urologic causes of abdominal pain. Coronary occlusion, 
dissecting aneurysm of the aorta, and the abdominal pain 
of herpes zoster, all receive appropriate attention, as does 
the abdominal pain occurring with spontaneous pneumo- 
thorax and that of the gastric crisis of tabes dorsalis. This 
is a particularly interesting chapter and outlines the pitfalls 
of which one must always be aware. 

Chapter VII, Traumatic Wounds of the Abdomen, cov- 
ers this subject in a workmanlike manner. 

Chapter IX, Differential Diagnosis of Acute Gastro- 
esophageal Hemorrhage, is timely and factual. 

In summary, this book is at once a text and an excel- 
lent manual of reference for any practitioner who is 
responsible for the care of a patient presenting the symp- 
tom of acute abdominal pain. 
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